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It has long been recognized that prognosis in endocarditis, 
either of the acute or chronic variety rests primarily not on the valve 
diseased nor even to a very marked grade on the degree of the 
valvular lesion, but chiefly on the condition of the heart muscle. 

Diagnosis depends mostly on the valve involved and on the 
nature of the endocarditis, but prognosis on the degree and character 
of the associated muscle change. One may also say that exact 
diagnosis in endocarditis is usually relatively easy, but accurate 
prognosis is difficult and often impossible, since it is as yet impracti- 
cal to determine or to estimate the real condition of the heart 
muscle by our present unsatisfactory methods. The valve lesion 
in aortic disease for example determines the characteristic and easily 
recognizable physical signs of auscultation, percussion and pulse; 
but the tension, rhythm, and the maintenance of the circulation rest 
on the muscular capability and its reconstructive or latent power, 
factors difficult or impossible of determination. 

Treatment is also mostly based on recognition of the dominance 
of the muscle factor and in nearly all, except possibly syphilitic 
sases, it is without effect on the valvular change proper, but is 
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directed to the heart muscle and then yields rich reward in the way 
of successful management of these cardiac cases. Conservation of 
the muscle and the correct appreciation and control of its more or 
less limited possibilities in endocarditis is the only line along which 
successful treatment is to be expected. In spite of this well attested 
and entirely obvious fact, one cannot but be astonished, in going 
over the various text-books dealing with diseases of the heart, 
to find how little attention is paid to the discussion of the changes 
present in the heart muscle in endocarditis and the manner in 
which they originate, notwithstanding that in all, treatment is 
primarily based on the tacit acceptance of the fact that the muscle 
condition is the most important single factor. 

Among the earlier of those who fully recognized this fact, and 
attempted to systematically study the nature of the muscle changes 
in endocarditis was Romberg, whose article appeared in the Deutsches 
Archiv fiir klinische Medizin, for 1893. In this article, Romberg 
quotes largely from Koester, Stokes, Bamberger, and Oppolzer. 
Von Leyden, in 1896, also presented an extensive study of the 
myocardial changes in endocarditis with special reference to those 
occurring in articular rheumatism. Previous to this, Ribbert! 
conducted experiments designed to show that certain of the myo- 
cardial changes developed as the result of embolic processes occur- 
ring in the arterioles of the myocardium. Zeigler also shortly 
previous to this report had advanced the same idea and it remains 
so stated in his text-book. 

On account of the great importance of this subject and because 
of my personal interest in it, I have made a detailed study of the 
types of myocardial disease which I have found associated with 
endocarditis in my autopsy series. The study is based on 236 cases 
of chronic endocarditis, 35 of acute endocarditis, and 16 of asso- 
ciated acute and chronic endocarditis. These cases were taken 
consecutively as they appeared in my post-mortem service and 
unfortunately have not all been studied microscopically, although 
all instances of questionable or of presumably unusual type have 
been thus observed. I have further attempted by a preliminary 
morphological study of the nature of these changes to thoroughly 
familiarize myself with the condition so that the gross diagnosis 
has probably in most cases been fairly correct and accurate. As 
the study has been upon post-mortem findings, no attempt at 
distinction between obstructive and incompetent valve lesions has 
been attempted, for the reason that I have found from my asso- 
ciated clinical and postmortem observations that physiological 
incompetence is often or usually not to be demonstrated at autopsy, 
being generally due, as Romberg states, to muscular rather than 
valve defects. 


1 Ueber experimentelle Myokarditis und Endokarditis, Forts. d. Med., 1886, vol. iv. 
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y, At the very outset it became apparent that,as Adami and ; 
4 Nicholls’ state, the heart muscle changes are not usually prim- ; 
| arily nor even secondarily dependent upon the endocardial dis- ; 


ease. This is especially true of those instances in which a domi- 
nant toxic factor was present. In numerous cases the myocardial 
changes have been concomitantly caused by the very same ele- 
ments which were concerned in the production of the endocarditis. 

Thus, 13 instances of associated endocardial and myocardial 
disease occurred in general simple infections, 14, in syphilis, 16 
in tuberculosis, 1 in mixed infection following typhoid fever, and 
1 in epidemic cerebrospinal meningitis. By far the larger number, 
however, appear to have originated in those general conditions in 
which a reduction of general body resistance probably first produced 
the myocardial disease and, perhaps, favored secondarily endocardial 
changes, as for example, in 61 cases of nephritis, 9 of neoplasm, 
4 of grave anemia, 3 of diabetes, and in 56 instances of alcoholism. 
In regard to the connections between alcoholism and myocardial 
disease associated with endocarditis, I wish to state as I have done 
before, that I fully agree with Cabot that alcohol does not per se : 
induce cardiac disease, but I am convinced that the associated 
conditions which go to make up the composite picture of alcoholism 


do. 
} The ways in which the heart muscle may become involved in 
endocarditis may, perhaps, be satisfactorily summarized under the 
following chief heads. 

1. It may become diseased as a common result, of the process 
or condition under which the endocarditis itself develops. For 
example, the acute parenchymatous degeneration of the heart . 
muscle, which is the most frequent myocardial change developing | 
in cases of rheumatic fever, doubtless arises from the same toxic i 
cause, be it bacterial or otherwise, which determines the inflamma- : 
tory process of the valve surfaces. Undoubtedly under this heading 
are comprised the most frequent lesions of the heart muscle asso- 
ciated with endocarditis. 

2. It may result from the embolic plugging of one of the coronary 
vessels from the dislodgment of necrotic material from the diseased 
valve, from embolism by lodgment of the bacteria circulating 
within the blood stream which may have caused the endocarditis 
or from hyaline thrombi. As a result an ischemia or infarction of 
the heart, muscle follows, succeeded by necrosis and usually after 
a few days by cardiac rupture, or if an active fibrosis occurs in the 
diseased area a cicatricial scar or aneurism may follow. This 
method of origin of muscle disease has been abundantly confirmed 
by the researches of Zeigler, Romberg and Ribbert, and was found 
present in 5 cases of my series. 


2 Principles of Pathology, vol. ii 
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3. The muscle may become involved as a result of ischemia 
following obstruction at the opening of the coronary vessels or in 
the course of their lumen. Obviously this form of heart muscle 
change is most frequent in aortic disease and as stated by Osler may 
also follow from a deficient aortic pressure quite independent of 
coronary disease. No instances of this last character were observed, 
nor were any seen of obstruction of the coronary vessels without 
arteriosclerosis. Eight instances definitely due to coronary arterio- 
sclerosis were found, however, nearly all occurring in aortic disease. 

4. It may become diseased by the direct extension of the ulcer- 
ation from the point of valve disease into the myocardium. Ulcer- 
ative and fibrotic invasion of the bundle of His in this manner has 
been of late frequently reported and the condition has been espec- 
ially studied by Monckeberger.* No recognized cases of this 
character are included in this series, although at present, I have two 
probable cases of this nature under observation. 

5. Myocardial degeneration or inflammation either acute or 
chronic may be directly set up as a result of a superjacent endocar- 
ditis. ‘This develops most certainly in cases of mural endocarditis, 
although it may also occur in simple valvular lesions and invasion 
of the papillary muscles is especially likely to take place in such 
instances. Involvement of the papillary muscles is extremely fre- 
quent especially in the chronic cases, and is often largely responsible 
for valve incompetence. Definite mural endocarditis with myo- 
cardial disease was found in but one case of my list. 

6. Involvement and fibrosis of the muscle may readily originate 
in the papillary muscles whose integrity has been first compromised 
by the overstretching which follows cardiac incompetence or relax- 
ation of the valve rings. This may be followed by a more or less 
generalized fibrosis extending out from these foci, a condition which 
I have frequently observed. 

7. Disease and especially fibrosis of the auricles undoubtedly 
follows the auricular distention dependent on ventricular irregu- 
larities due to disturbed muscular conductivity and arrhythmia. 

8. Banti, according to Adami, has shown that venous stasis, 
such as occurs very commonly in various diseases of the heart includ- 
ing valve lesions, may, in itself produce changes in the muscle bands 
which become of grave import. I have never definitely recognized 
this process. 

9. Probably most frequent of all is disease of the myocardium, 
notably that of the ventricles, which occurs from other causes 
entirely independent of the endocarditis. This was definitely the 
case in 81 of the 176 instances of associated endocarditis and myo- 
cardial disease in my 1S7 cases of endocarditis. 


Untersuchungen iiber das Atrio-ventricular bundle im Menschlichen Hertzen, Jena, 
Fischer, 1908. 
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10. There can be no doubt but that other cases occur in which 
the myocardial lesions are definitely dependent on the primary 
endocardial disease, these instances, are, however, from their varied 
nature, difficult or impossible of definite post-mortem recognition. 

As to the character of the valvular lesions found in the group of 
287 cases, I was much surprised to find that an association of aortic 
and mitral endocarditis was by all means the most frequent. This 
combination was found in 152 cases, nearly three times as frequent 
as pure aortic disease and over six times as common as pure mitral 
lesions. This is not in accord with statistics published by most 
other observers. Osler gives in a series of 209 cases, aortic and 
mitral, 41; aortic alone, 53; mitral alone, 77; tricuspid, 19; pulmon- 
ary, 15; heart walls, 33. My list further gives: 40 instances of 
chronic aortic lesions, 10 of acute and 2 of acute on chronic; 12 
of chronic mitral lesions, 6 of acute and 4 of acute on chronic; 
6 associated lesions of the aortic, mitral and tricuspid; 5 of aortic, 
mitral and pulmonary lesions, all except one of the chronic variety. 
In only 1 chronic instance were all the valves involved. The aortic 
and tricuspid were involved together in 3 chronic cases. The 
pulmonary and aortic valves were involved in 3 chronic, but no 
acute cases, and the mitral and tricuspid in a single instance each, 
in the chronic, acute and acute on chronic lists. The pulmonary 
valve alone was diseased in 3 chronic cases. The tricuspid alone 
was involved in 1 chronic and 2 acute cases. In but 1 acute in- 
stance was a mural endocarditis without a valve lesion present, 
although in many instances mural changes of an inflammatory 
and degenerative character were demonstrable in all forms of valvu- 
lar endocarditis. 

From all the various ways by which the muscle becomes dis- 
eased, the number of distinct anatomical changes which result are 
relatively few. By far the most abundant numerically as well as 
important physiologically, are changes of a degenerative type, which, 
although they are quite frequently classified as inflammatory and 
included under the heading of myocarditis, are really degenerative 
in their nature. In the entire series of 278 cases, true inflamma- 
tory change in the heart muscle was found in but 6 instances, exclu- 
sive of those cases showing fibrosis which obviously may be either 
degenerative or inflammatory in origin. On the other hand, muscle 
changes of a definitely degenerative character were found in a 
total of 150 instances, exclusive of those showing purely fibrotic 
alterations. 

As was to be expected and in full accord with well established 
clinical observation, concerning the relative innocence of mitral 
endocarditis, the rate of occurrence of disease of the muscle in 
mitral lesions stood last of all. Among the chronic cases of mitral 
disease in but 5 out of the total of 12 was muscle disease of serious 
nature demonstrable. In 4 of these cases only was the change suff- 
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cient to permit the cardiac lesions being justly classified as among 
the chief causes of death. This point indicates an apparent inter- 
dependence between the degree of muscle disease, or the absence 
of it, in determining prognosis. 

In sharp comparison to mitral disease are the 52 instances of aortic 
lesions, 18 of which died as a direct result of the cardiac disease and 
in all except 15, of both cardiac fatal and non-fatal cases, definite 
muscular changes were present. In all the 10 instances of acute 
aortic lesions the heart muscle was grossly diseased, and the cardiac 
lesion was rated as among the chief causes of dissolution. This 
indicates what has long been recognized, namely, that aortic lesions 
are usually the most serious of those of the endocardium. The high 
percentage of muscular involvement in aortic endocarditis is pro- 
bably partly due to the greater mechanical muscle strain present 
in this disease. 

In cases of associated chronic aortic and mitral disease but 22 
of the 128 died as a result of the cardiac disease; yet in these same 
instances, the muscle was definitely and grossly diseased in all but 
35 instances. Of the 15 acute associations of aortic and mitral 
lesions, the heart muscle was gravely involved in all except 5 
instances. 

As to the relationship between the valve lesion and the type of 
muscular change, I find that in associated aortic and mitral lesions 
36 cases show purely fatty changes, 9 fatty and parenchymatous 
and 15 purely parenchymatous; 17 showed interstitial changes. 
In but a single instance was a simple muscular hypertrophy with- 
out degenerative alteration present. In the group of pure mitral 
disease, the number of cases was too small, only 5 out of 12, to 
permit conclusions of any definite value to be drawn, but here again, 
fatty degeneration led with 3 out of the 5 cases. 

It was confidently expected that at least some examples of pure 
simple hypertrophy would be found in the group of chronic aortic 
disease, but on the contrary, as before stated, the highest percentage 
of muscle disease was found in this list. Death from cardiac lesions 
was also more frequent in these than in any other series of cases. 
Six instances of fatty degeneration were found, 6 of pure paren- 
chymatous, 2 of fatty degeneration and brown atrophy, and 5 of 
brown atrophy alone. But a single instancé of purely fibrotic 
change was present, but interstitial alterations were associated 
with fatty degeneration in 2 instances and with brown atrophy in 1. 
In the acute cases of aortic disease simple hypertrophy was present 
once, parenchymatous degeneration, twice; parenchymatous and 
fatty, once; fatty, once; brown atrophy and fatty, once; interstitial, 
twice; and inflammatory or true myocarditis once. 

In the entire group of chronic cases pure parenchymatous changes 
occurred but twenty-five times, while fatty changes were present 
in 67 instances, associated fatty and parenchymatous in 17. I 
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was somewhat surprised at finding in the entire series of chronic 
cases only 22 instances of pure interstitial change, 17 of which, as 
before stated, occurred among the associated mitral and aortic 
lesions. 

From this series, it appears that the most frequent myocardial 
lesions occurring with endocarditis are degenerative in character. 
Of these, fatty degeneration is the most frequent. In this general 
study no attempt has been made to present unusual and rare con- 
ditions, such as hyaline and amyloid degeneration but the object 
has been to obtain a general idea only of the most frequent changes 
to be expected in the heart muscle in the course of endocarditis. 

It is, therefore, unnecessary in this place to go into a discussion 
of the various types of myocardial degeneration or to elaborately 
describe the changes present in them. For our purposes, it is, per- 
haps, sufficient to point out that fatty degeneration occurs in 
most cases as a sequence of an unhealed parenchymatous degenera- 
tion and parenchymatous degeneration of greater or lesser grade is 
present in the heart muscle in practically every instance of toxic 
disease, unhealed cases of which then pass over into the fatty 
change. Munk* has shown that myaline and protagen are formed 
in fatty degeneration of the heart muscle just as in other types of 
this degeneration elsewhere, so that in all probability the change is 
precisely like that occurring in voluntary muscle. This work has 
been verified by A. Erlandsen. Monckeberg found fatty degenera- 
tion of the atrioventricular bundle and according to him this type 
of degeneration is apt to be succeeded by calcification and fibrosis. 
It is, therefore, highly probable that fibrosis occurs usually as a 
sequence of a preliminary fatty degeneration which would account 
for the frequent association of these changes. 

ConcLusions. Myocardial disease is present in greater or less 
degree in practically all cases of endocarditis acute or chronic. 

The type and degree of these changes determine to a large degree, 
the possibilities and the future of any case of endocarditis. 

The most frequent changes in the myocardium in association 
with endocarditis are degenerative ones. Inflammatory lesions 
are relatively rare. 

In most instances the myocardial change is not determined by, 
nor is it the direct result of the endocarditis, but is caused indepen- 
dently by the same, affiliated, or by entirely independent conditions. 

The most frequent form seen in chronic or late acute cases is 
fatty degeneration, a lesion which differs in no material histo-chemi- 
cal respect from that involving voluntary muscle. From analogy, 
it seems that this degeneration in most instances succeeds a pri- 
mary parenchymatous alteration. As a sequence to fatty degen- 
eration, fibrous replacement and probably brown atrophy frequently 
appear. 


4 Diss., Berlin, 1907. 
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There is no regular association between the special valve lesion 
and the type of associated myocardial degeneration, except that 
these changes appear more constantly and in most serious grade 
in aortic than with other lesions, probably because of mechanical 
reasons. 


REPORT OF A CASE DEMONSTRATING PULSUS ALTERNANS, 
BLOCKED AURICULAR EXTRASYSTOLES, AND ABERRANT 
VENTRICULAR ELECTRIC COMPLEXES. 


By Leo Brooks Rosentuat, M.D., 


NEW YORK, 


Tue following case is of interest because of the presence of alter- 
nation in the pulse, the occurrence of blocked auricular extra- 
systoles and an aberrant type of ventricular complex in the electric 
curves. 

History. J. H., aged forty-five years, a widower, is employed 
as a butler. He was admitted to University College Hospital, 
London, on April 1, 1911. His father is aged seventy-six years; 
hale and hearty. His mother died of nephritis, aged sixty years. 
One brother died of rheumatic fever, aged thirty-five years, another 
of diabetes, aged twenty-eight years, and a third, of cirrhosis of 
the liver, aged forty-two years. A sister died in early life of a 
disease unknown to the patient. Three brothers and a sister are 
still living and well. As a child the patient had measles; later, at 
the age of eight years, diphtheria. Scarlet fever, chorea, rheumatic 
fever and tonsillitis are denied. 

When aged twenty-five years, the patient suffered from an 
atypical attack of pneumonia. Its duration was ten days; the fever 
declined by lysis and convalescence was prolonged. Ten years 
later the patient had an attack of severe pain in both calves. There 
was no fever and no joint involvement. This attack lasted eight 
days and he remained in bed three days. He has had repeated 
attacks of “influenza.” The first occurred at the age of twenty- 
four years, the second when aged forty-one years, and the third 
and last attack occurred twenty months ago. Each attack lasted 
approximately ten days. No complications are known to have 
followed the first two of these attacks. 

All of the symptoms relative to the patient’s present condition 
date from the last attack: Immediately after it he experienced 
dyspnea on exertion, mild but persistent cough and general weak- 
ness. Attacks of palpitation were apt to occur after exertion, ex- 
citement, or gastronomic indulgences. His general health remained 
fair, however, and he was able to pursue his work until some months 
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ago, when his symptoms became exaggerated, persistent dyspnez 
being the most distressing symptom. Pain was never present. 

Up to two months ago the patient was a moderate drinker and 
smoker—one or two glasses of ale per week and three pipes daily. 
Since the onset of this attack he has neither drunk nor smoked. 
Patient denies all venereal infection. No history of syphilitic 
manifestations is obtainable. Bowels regular; appetite good; 
sleep fair. 

State on Admission. The patient is a fairly well-nourished man. 
The mucous membranes are cyanotic. There is considerable 
dyspnea. The thorax is markedly rachitic. 

Respiratory System. The lung-liver border in front is at the sixth 
rib. The lower limit of the lungs posteriorly is at the tenth thoracic 
vertebra. The borders alter little with respiration. The percus- 
sion note is clear over the whole chest. On auscultation, numerous 
sibilant and sonorous rales are heard. Over a circumscribed area 
4 cm. in diameter, and situated in the third and fourth intercostal 
space in the midclavicular line of the right chest, numerous fine 
crepitations are audible. Expiration is universally prolonged. 

Cardiovascular System. All palpable vessels are soft. The pulse 
is markedly irregular; its rate per minute is 85 to 100. The systolic 
blood pressure is 150 mm. Hg. The apex beat is felt in the fifth 
intercostal space in the midclavicular line, and is diffuse and wavy. 
There is no thrill. The right limit of cardiac dulness lies 4 cm., the 
left limit 11 cm. from the mid-sternal line. Upper limit of cardiac 
dulness is at the third rib. There is marked epigastric pulsation. 
The sounds at the apex are dull and distant. A soft systolic murmur 
is present. The second aortic sound is accentuated. 

Abdomen. Liver, spleen, and kidneys are not palpable. No 
ascites present. 

Extremities. There is slight edema of the lower extremities. 

Nervous System. Negative. 

Urine. Acid; traces of albumin; no sugar. In the sediment 
there are occasional granular casts, a few white blood corpuscles 
and amorphous urates. 

Sputum. The sputum was negative for tubercle bacilli on three 
successive occasions. 

During his stay in the hospital the patient’s pulse became more 
regular. The systolic murmur disappeared. The edema cleared 
up, and the breath sounds became free of rales and crepitations. 
The blood pressure fell to 100 to 110 mm. Hg and stayed there. 
All subjective symptoms were markedly relieved. 

The Polygraphic Tracings. The pulsus alternans is well shown 
in the accompanying tracings (Figs. 1 and 2). As is usual, when 
pulse alternation is combined with extrasystoles, the alternation is 
more marked after the premature beat. It may be noted that, as 
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pointed out by Windle,' the alternation sometimes becomes more 
prominent before the advent of the extrasystole (Fig. 2). The 
phase of respiration in which the extrasystole occurs, seems to 
bear no fixed and regular relationship to the degree of alternation. 
This relationship was present in certain of Windle’s cases. 

The concurrence of extrasystoles with the pulsus alternans so 
confused the radial curves that at first the case was taken for one 
of fibrillation of the auricles. 


Figs. 1 and 2.—Polygraphic tracings. The radial curves show marked irregularity, as a result 
of auricular extrasystoles and alternation. In the jugular tracings of Figs. 1 and 2, at the points 
marked a’, peaks are seen which correspond to auricular extrasystoles. Fig. 2 shows the 
increase in alternation before the occurrence of the extrasystole. 


The Electrocardiographic Curves. A large number of electrocardio- 
graphic curves have been taken from this patient, many with 
simultaneous radial curves. They are of interest from several 
points of view. Characteristic extrasystoles are shown in the 
accompanying figures. The lead in each case was from right arm 
to left leg. 

The rhythmic beats are represented by small P summits, cor- 
responding to auricular systoles; R, deep S, and 7 summits corres- 
pond to ventricular systoles. From time to time, the regular rhythm 
is interrupted by premature beats readily recognized as arising in 
the auricle. Examples are shown in Figs. 3, 4, and 6. Taking the 
most simple form of mechanism, such as is shown at the end of Fig. 
3, and considering the last four cycles of this figure, we have first a 
normal beat accompanied by the usual summits. A beat of the 
same character follows it, but one in which 7 is deformed by a 
downward directed peak (P), representing the ectopic and prema- 
ture auricular contraction. 


1 Observations of Pulsus Alternans, Heart, vol. ii, p. 95. 
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This premature auricular contraction, represented by an ano- 
malous complex in the electric curve, is followed by a ventricular 
complex of almost normal form for this patient. It differs from 
the usual complex only in so far as R is increased and S slightly 
diminished. The fourth cycle at the end of this figure represents 
the beat which follows the pause. It is of perfectly normal outline. 

We have then, in the first instance, a clinical picture of a prema- 
ture auricular contraction, represented in the electric curve by an 
anomalous auricular complex and a practically normal ventricular 
complex. The slight variation noticed in the ventricular complex 
is not an uncommon accompaniment of premature auricular beats, 


Fic. 3.—Simultaneous electrocardiographic and radial curves, showing two premature 
auricular contractions, the first of which gives no ventricular response. Note the small varia- 
tion following the first premature auricular contraction. Similar variations are seen in Fig. 4 


Fic. 4.—From the same case. Two premature contractions are shown. The first yields a 


ventricular response after an exaggerated interval; the second gives no response 


and will be further referred to in a subsequent paragraph. For the 
time being it may be well to notice that the P-R intervals cor- 
responding to the premature contractions are rather larger than 
the P-R intervals of normal beats. But this phenomenon, the 
increase of the P-R interval accompanying normal cycles, is at 
times considerably exaggerated; a curious example is shown 
in Fig. 4, where the P-R interval for the first abnormal cycle is 
increased to # seconds. The increase is so great that the corre- 
sponding ventricular complex, instead of falling prematurely, falls 
at the expected point. This phenomena is seen in rather an 
exaggerated form in the arterial curve accompanying the electro- 
cardiogram. The radial up-stroke accompanying the abnormal 
cycle falls late and is small. 
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Further exaggeration of the P-R interval is not found. The next 
stage is marked by the presence of blocked beats. One of these is 
shown at the beginning of Fig. 3, another at the end of Fig. 4. 

The premature auricular contraction is clearly recognized in the 
electric curves by the deformity it produces in the 7 wave with 
which it is synchronous. It is followed by no ventricular complex, 
but is succeeded by a summit which has hitherto received no des- 
cription. If the long pause succeeding the blocked auricular con- 
traction is carefully examined, a small and low summit marked Y 
will be found, the apex of which falls at a distance of one and three- 
fifth seconds, after the abnormal auricular complex. This summit 


Fic. 5.—From a different case. An electrocardiogram showing two premature auricular 
contractions, the second of which is blocked. 


Fic. 6.—From the same case as Figs. 1 to4. An electrocardiogram showing a single premature 
auricular contraction. The ventricular response is accompanied by an aberrant ventricular 
complex. 


is found regularly after all blocked premature auricular contractions 
in the curves from this patient, and appears to be associated with 
the abnormal auricular contraction. The same wave is seen after 
the first premature auricular contraction of Fig. 4. It is not found 
in any other position in the curves. 

Blocked premature auricular beats have been previously des- 
cribed by Hewlett? and Lewis.’ A new curve is published from the 
patient described by the latter, and is shown in Fig. 5. This figure 
shows a normal cycle, of which the 7 summit is deformed by a 
downwardly directed peak at its opening phase. This is the rep- 


> The Blocking of Auricular Extrasystoles, Jour. Amer. Med. Assoc., vol. xlviii, No. 19, p. 1597 
8 Paroxysmal Tachycardia the Result of Ectopic Impulse Formation, Heart, vol. i, p. 261. 
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resentative of the abnormal auricular contraction. It is followed 
after a rather prolonged P-R interval by a premature ventricular 
complex of normal outline. The pause following this is succeeded 
by two normal cycles. The 7 summit of the last cycle is deformed 
by a premature auricular contraction, and this impulse is blocked 
and is followed by a long pause of four-fifths of a second. 

It has been said that in the patient who forms the basis of this 
paper, the ventricular complexes corresponding to premature con- 
tractions arising in the auricle are usually of approximately normal 
outline. And it has been said that the deviations consist in a slight 
increase in the summits R as compared with normal beats. This 
increase is well shown in Fig. 3. At rare intervals the same patient 
showed a striking form of “aberrant” beat,‘ an instance of which is 
given in Fig.6. There can be no question that this aberrant complex 
(Fig. 6) is in reality the representative of a ventricular contrac- 
tion of supraventricular origin. It is another example of the phe- 
nomenon described by Lewis, and it is of peculiar interest in that it 
shows relationships of a precisely similar nature to those described 
by this writer. Thus, it occurs in a case in which conduction dis- 
turbances in the junctional tissue are clearly marked and readily 
demonstrated. It is noteworthy that both in the original descrip- 
tion of the phenomenon and in the case here described, blocked 
premature auricular contractions were present. The other point of 
interest is the fact that the aberrant type of response is the response 
which occurs soonest after the preceding ventricular contraction. 
Thus, comparing the two premature auricular contractions of Fig. 
3 and the premature contraction of Fig. 6, the ventricular complex 
accompanying the former stands at a distance of two and two-fifths 
seconds from the preceding ventricular complex, while the aberrant 
complex of Fig. 6 stands at a distance of two-fifths seconds from the 
preceding auricular contraction. Thus, aberration appears when 
the pause preceding the beat in which it is shown is shortest and 
when the rest is shortest. 

The interpretation which has been adopted in explanation of 
these phenomena of aberration is confirmed by the present findings. 
The patient now recorded presents aberrant complexes, and these 
aberrant complexes are closely associated with conduction changes 
in the junctional tissues. Moreover, the degree of aberration is 
apparently dependent upon the relative lack of rest which the 
junctional tissues experience in an individual instance. It is upon 
the occurrence of these phenomena that the view is based, that the 
anomalous ventricular complexes are dependent upon conduction 
defects in individual branches of the arborization. Considering the 


* A term which is fully explained by Lewis in ‘‘The Mechanism of the Heart Beat,’’ London 
1911 


5 On the Electrocardiographic Curve, ete., Heart, vol, ii, p 
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ventricular complexes accompanying premature contractions in 
this patient, it is evident that each results from a supra-ventricular 
impulse, an impulse which has come down through the main bundle 
and which has spread through the two chief divisions of the bundle 
and the arborization on each side. Under ordinary circumstances, 
impulses travelling in this manner may be expected to and do give 
rise to contractions of the ventricle which yield normal ventricular 
complexes. It is difficult to see how the deformity of the ventri- 
cular complexes in this patient is produced, unless the impulses 
which give rise to them have followed an abnormal course after 
reaching the ventricle. In the example shown in Fig. 6, the complex 
closely resembles a premature contraction arising in the right 
or basal portion of the ventricle, and it may be suggested that the 
main defect, in the conduction of the impulse which produces this 
beat, is in the left branch of the bundle or its branches. Curves of 
this form have been shown to arise when the left branch of the 
bundle is cut experimentally.* 

The observations upon which this paper is based, were carried 
out in Dr. Thomas Lewis’ department, at the University College 
Medical School, and I have to thank Dr. Lewis for permission to 
record this case, as well as for invaluable aid in preparing the 
manuscript. 


ACUTE DILATATION OF THE STOMACH IN PNEUMONIA:' 


By M. H. M.D., 


PROFESSOR OF APPLIED THERAPEUTICS, UNIVERSITY OF PENNSYLVANIA, PHILADELPHIA. 


THE purpose of this paper is to bring more prominently before 
the profession the fact that acute dilatation of the stomach is a 
real complication or sequel to pneumonia fraught with great danger 
to the patient, usually easily relieved and generally unrecognized. 

The condition according to Laffer was first described by Roki- 
tanski in 1842. Since that time it has been more or less before 
the public. Fagge described the condition accurately in 1872 in 
Guys Hospital Report. In spite of these articles written so early, 
it was only twelve years ago, or in 1899, when Albrecht published 
his article in Archiv fiir Pathol. Anatomie and collected but 19 
cases. In 1907 Conner, in his article in the AMERICAN JOURNAL OF 
THE MepIcAL ScrENCEs, collected 102 cases. The very next vear 


6 Eppinger and Rothberger. Ueber der Folgen der Durchschneidung der Tawara’schen 
Schenkel der Reizleitungssystem, Zeitschrift f. klin. Med., vol. Ixx. 
1 Read before the Association of American Physicians, May 10, 1911. 
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Laffer (Annals of Surgery, March and April, 1908) was able to 
collect 217 cases, and since and including 1907, I find no less than 
S6 references to the subject, some of them citing new cases. By 
far the greatest number of cases cited are postoperative. 

Practically all text-books which speak of acute dilatation of the 
stomach, have the stereotyped sentence that it sometimes occurs in 
severe acute, or wasting diseases, but I fail to find any article upon 
pneumonia, in any book, which speaks of this syndrome as a 
complication or sequel of pneumonia. 

Even the elaborate and classic article by Musser and Norris in 
Osler’s System, fails to speak of it. From the fact that I have met 
with 4 typical cases, 3 within the last year, and another of slight 
but severe, ileus and dilatation, forces me to believe that I, in 
common with others, have heretofore mistaken this condition for 
something else. 

I detail below 5 cases of this condition which have occurred in 
may own practice as a complication in pneumonia, and 6 cases from 
the literature, making 11 cases so far reported. 

Cases which have been carefully autopsied show in practically 
every case a constriction of the duodenum at the root of the 
mesentery. 

The one feature which attracts attention in all of the cases which 
have come to autopsy, is the huge size of the stomach, often the 
stomach occupies the entire abdominal cavity. Sometimes the wall 
of the stomach is actually thickened, sometimes it is thinned. 
Conner’s statistics are as follows: 

In 14 cases the abdominal wall is described as abnormally thin; 
in 3 instances the wall was mentioned as thick. 

One writer on the subject, who has evidently never seen a case, 
believes there is no such thing as acute dilatation, but that the 
stomach is chronically dilated and only the symptoms are acute. 
This is evidently an error, for cases of the operative type have had 
the abdomen opened and the stomach found normal. Afterward 
they have died of acute dilatation of the stomach, and that viscus 
occupied practically the entire abdominal cavity. One such case 
occurred to the writer. 

Miss W. Operated in 1909 for gallstones for me by Dr. James 
Hutchinson. The stomach was in normal position and of normal 
size. The patient vomited small quantities of greenish-black 
material. The abdomen for several days was not distended, then 
there was a sudden distention. The true nature of the case was not 
recognized, and the patient died. An autopsy showed the stomach 
hugely dilated and reaching to the pubis. It contained two quarts 
of blackish-green fluid. The stomach wall was of normal thickness. 

Then, too, in some of these cases of pneumonia the stomach 
reached its normal size after dilatation was relieved, and the 
patients have not had a single sign of disease since recovery. 
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Fagge noted the fact that in one of his postmortem cases the 
stomach was of enormous size, but when it was relieved of its 
contents, it very rapidly retracted. This was the fact in Thompson’s 
case detailed in this paper. 

So, however inexplicable it is that a viscus should dilate to 
several times its normal size in a few days and the stomach wall still 
be of normal thickness, the undoubted fact remains that this is so. 
I trust, however, that individuals having the opportunity, will 
make careful microscopic sections of the stomach wall. Here we 
will doubtless find the explanation. 

The question as to which is primary, the duodenal constriction 
or the dilated stomach is still undecided. Personally I feel that 
these pneumonia cases show in favor of some toxic condition affect- 
ing the inervation of the stomach, causing dilatation, this dilation 
in itself causes by its traction, a real constriction of the duodenum, 
which in turn leads to filling of the stomach with the huge amount 
of material often foul and stinking. 

Unquestionably there are some cases with chronic dilatation, 
which suddenly develop symptoms, and are thus classed as acute 
dilatation, but they are a marked minority and can scarcely ever 
occur where the abdomen has been opened, or the dilated stomach 
seen at operation. 

Acute dilatation of the stomach in pneumonia was first brought 
acutely to my attention in July, 1910. Since that date I have 
seen three other undoubted cases, and I find among my personal 
notes, 1904, the description of a typical case, but at the time its 
true relation to the attack of pneumonia was not recognized. 

Case I.—Mrs. B., aged seventy-six vears. In the evening of 
October 18, 1904, the patient was suddenly seized with chill and 
fever and excruciating pain on breathing, and tenderness over the 
region of the bladder. October 19, 1904, the temperature was 
about 102°. Marked dulness over the lower lobe of the right lung. 
October 20, 1904. On this date there was dulness on the right side 
over the lower lobe of the lung, from the middle of the scapula to 
the liver. There was marked blowing over the area. Still pain and 
tenderness on the right side of the abdomen. The patient made a 
slow but uninterrupted recovery from her pneumonia, though she 
was extremely weak. Suddenly, on November 5, 1904, sixteen days 
after the initial chill, she vomited about one quart of undigested 
ill-smelling material. She vomited several times that day. On 
November 6, 1904, she had great abdominal distention, and vomited 
material of decidedly fecal odor. She was weak and collapsed. 
Distinct peristaltic waves could be seen over the region of a dis- 
tended stomach. The stomach tympany extended far below the 
umbilicus. The patient was seen daily during this period by Dr. 
John H. Musser. We believed the patient had a spasm at the pyloric 
end of the stomach. The stomach tube was passed and 48 ounces 
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of foul fecal-smelling material was removed. The stomach was 
then washed, and 8 ounces of milk returned by the stomach tube. 
The washing was repeated every six hours until the afternoon of 
November 7, when all vomiting ceased, and after passing many 
pitfalls, the patient entirely recovered. 

Case II.—Seen June, 1910, with Dr. Murphy, of Richmond, 
Philadelphia. A young man, aged twenty years, was seized with 
a remarkably severe attack of pneumonia. The right lung was 
first involved, first the lower and then the middle lobe being affected, 
his left lung then rapidly became involved, and finally he had appar- 
ently only his right upper lobe in use, though by that time there 
was some resolution of the right base. All this time in the midst 
of July heat of Philadelphia, the temperature of the patient was 
between 103° to 104°. The pulse was extremely rapid, frequently 
reaching 140 per minute. Resolution began at the right base and 
slowly progressed, the patient’s temperature dropping to normal 
by lysis. Suddenly, three days after the temperature had been 
normal, without warning he vomited a large amount of creamy, 
sour, not fecal material. I saw him in a few hours (I had seen him 
almost daily before this) and found great distention over the 
stomach itself. The left hypochondrium and the umbilical region 
were protruding while the right hypcohrondrium was flat. The 
complete outline of the stomach could be seen, tympany reached 
almost to the pelvis. The patient was collapsed, his pulse running. 
Notwithstanding the apparent moribund condition of the patient, 
a stomach tube was passed, and a great amount of the same liquid 
removed, and the stomach washed. There was an immediate 
disappearance of the tumor, and the patient was much relieved. 
In six hours a second washing was performed and all stomach 
symptoms disappeared. By August he was able to go to Atlantic 
City. He now weighs 156 pounds, and is in perfect health. 

Case III.—H. B., married, aged thirty-five years. Seen with 
Dr. Walter 5. Hagert, of West Philadelphia. 

On January 28, 1911, the patient was seized with pneumonia. 
On January 30, 1911, the left lower lobe was involved, and the 
disease remained restricted to that area of the lung. On January 
31, the temperature suddenly fell to normal. It again rose to 102°, 
and on February 2, there were symptoms of intestinal obstruc- 
tion. The abdomen was greatly distended. It was impossible to 
obtain a bowel movement by any means. I saw him on the evening 
of February 3, 1911. The abdomen was much distended. The 
distention, however, was epigastric, and extended two inches 
below the umbilicus, forming a tympanitic tumor. His pulse was 
rapid, but good. He had complete consolidation of the lower left 
lobe, which was undergoing resolution. The patient was delirious 
and semicomatose. There was some vomiting. A stomach tube 
was introduced, and a small amount of sour material obtained, 
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together with much gas. The epigastric tumor immediately 
disappeared, and the abdomen became flaccid. The next day 
and three successive times the stomach was again washed. Bowel 
movements remained sluggish, but there was no return of distention 
of the stomach after the fourth washing. Eserine and strychnine 
were administered hypodermically. The patient today is entirely 
well. 

Case 1V.—C. J., aged fifty-four years, laborer. Seen with Dr. 
I. D. Custer, of Manayunk. Taken ill February 25, 1911, with 
what was apparently influenza. He rapidly developed a consolida- 
tion, confined to the right base. March 4, there was some abdom- 
inal distention with vomiting of dark material and retention of 
urine and obstinate constipation. The case had the appearance of 
obstruction of the bowels. Suddenly, March 5, the eighth day of 
the disease, there was extreme abdominal pain, distention with 
collapse, as shown by rapid pulse, cold sweat, and temperature of 
98°. The patient was seen by me on the afternoon of March 5. He 
had a running pulse, was collapsed, there was marked consolida- 
tion of the right lower lobe of the lung; much abdominal pain, and 
an epigastric tumor extending apparently to the pubis. Great 
quantities, about two quarts, of foul, dark-green material were 
washed from the stomach, with immediate relief of pain and disap- 
pearance of the abdominal distention; the bowels moving shortly 
after. The temperature rose to 103°, and the man died of exhaus- 
tion fifteen hours after the stomach was evacuated. 

Cask V.—Mrs. H., aged seventy-six years. Seen with Dr. John 
McCloskey, of Chestnut Hill, April 21, 1911. Had chill on April 
16, 1911. Rapid complete consolidation of the entire right lung, 
with some consolidation at the left base. Temperature ranged 
from 102° to 104°. She was seriously ill, but did fairly well until 
the morning of April 20, when she had a sudden collapse. Her 
pulse became running, her respiration extremely rapid, her abdomen 
greatly distended. I saw her in the early morning of April 21. 
She was in collapse, semi-conscious, pulse 120, with great abdomi- 
nal distention, more marked in the epigastrium. Gastric area 
apparently greatly distended, particularly to the left. The outline 
of the stomach could be plainly seen. There was marked peris- 
talsis over the entire abdomen, and we believed that the peristaltic 
sounds in the intestines could be distinguished from those of the 
stomach. No succussion splash could be developed. Apparently 
she had great abdominal pain. She had no bowel movement for 
forty-eight hours. Notwithstanding the serious condition of the 
patient, lavage was instituted, and about a pint of foul fecal material 
was removed, and salt solution introduced returned clear. There 
was apparently not very marked dilatation of the stomach, because 
while the stomach tumor itself disappeared after lavage, the 
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general distention still remained, and this was evidently due to 
distention of the intestines themselves. The patient was relieved 
by the washing, but died about twelve hours afterward in collapse. 


CASES FROM THE LITERATURE. 


Case VI.—(Reported by H. Campbell Thompson, Lancet, 
October, 1901). Female, aged twenty-four years. Attack of pneu- 
monia, July 24, 1901. Perfectly well previously. Consolidation of 
lower right lung. July 27, some friction of left base. Sudden 
vomiting on the 27th, continued until death on the 29th. Vomitus 
greenish, large quantities. No effort. Postmortem: 35 fluid ounces 
of dark greenish fluid. Stomach immediately returned to normal 
size when contents taken out. 

Case VII.—(Reported by Box and Wallace, Lancet, 1901, vol. 
ii, p. 1259). Male, aged twenty-four years. Chill, May 27, 1901. 
Pneumonia lower lobe of left lung, May 29, 1901. No distention 
on the 19th. On the 30th temperature 96°. Rise to 104° at death 
on eleventh day of disease after profuse diarrhea. Postmortem: 
pneumonia. Great dilatation of the stomach, but involved duo- 
denum. Believe distention first due to paralysis and then to 
incarceration at the root of the mesentery 

Case VIII.—Case reported by Herrick, Journal of the American 
Medical Association, March 31, 1906.) E.S., aged thirty-six years. 
Admitted to the hospital with pneumonia. The right upper and 
lower lobe, and the left lower lobe were involved. The case proved 
to be an extremely severe one of migrating pneumonia. Tempera- 
ture ranged from 101° to 104°. The pulse from 115 to 130. After the 
patient had been in the hospital two days, she was lectured upon, 
a careful physical examination was made and nothing unusual 
noted. On the ninth day of the disease, she was looked upon as a 
very ill patient, but recovery was expected. At 3 p.m. of that day 
she vomited a large amount of dark brown fluid. At 6.30 P.M. 
she vomited, and at 7.15 she vomited again. In the evening she 
was delirious, vomited a large amount, abdomen greatly distended, 
but pneumonia was improved. The abdomen showed distention, 
and there were splashing sounds discovered. The stomach was 
washed out, the patient had periodical attacks of diarrhea after- 
ward, but recovered. 

Case IX.—(Reported by Hood, Lancet, 1901, vol. ii, p. 1259.) 
Girl, aged sixteen years. Admitted to the hospital with pneumonia 
of severe form. She vomited on the third day. Vomitus was dark 
green fluid, and then dark inky color. This continued until death, 
twelve hours after the beginning of the vomiting. The autopsy 
showed the stomach very greatly dilated, together with duodenum 
and jejunum. 
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Case X.—(Reported by Lehman, Thesis, Leipsig, 1904, Arterior 
Mesenterialen Déiirmverschluss.) Male, aged twenty-nine years. 
Begun with pneumonia, October 8, 1902. Died October 16, 1902. 
Developed pneumonia of both lungs. On the evening of the 13th, 
while the pneumonia process was apparently improving, vomited 
yellowish brown watery fluid. The urine was dark. The abdomen 
was markedly distended, particularly the left hypercondrium. 
They attempted to pass the stomach tube and failed. On the 15th 
the patient went into collapse, and on the 16th died. Autopsy 
showed a monstrous dilatation of the stomach, together with 
dilatation of the duodenum, and obstruction at the mesenteric 
point of the duodenum. 

Case XI.—(Weber, Trans. Clinical Society, London, 1906, vol. 
xxxix). Female, aged twenty-six years. Was ill with pneumonia, 
June 13, 1905. On observation June 15, there was consolidation 
of the right lung, and also pericarditis. Suddenly on June 17, much 
abdominal distention; no pain, no vomiting. Stomach was washed, 
much black greenish material obtained. Tympany did not at once 
disappear, but on June 20 there was no distention, and the patient 
entirely recovered. 


ANALYSIS OF CASES OCCURRING IN PNEUMONIA. 


Recovered, 5; died, 6. Dilatation occurred before the crisis 8 
times, after the crises 3 times. Distention of the abdomen was 
present in all cases. Collapse was reported in 5 cases. Diarrhea, 
in 2 cases. Vomiting occurred 8 times. Pain was very severe in | 
case, and was complained of in one other case. Most of the cases 
were delirious, which may account for the lack of pain in most. 

As Conner has pointed out, when one has met and recognized 
a case of acute dilatation of the stomach, he is not likely to be 
misled by any case which occurs. The diagnosis in postoperative 
cases and in cases which arise with no apparent cause is more 
difficult than the condition with pneumonia, though here, too, 
the diagnosis must remain in doubt unless the fact of a possible 
gastric dilatation is remembered, and a careful physical examina- 
tion of the stomach is made. 

The symptoms and physical signs of the condition as may be 
gathered from the cases cited above are: Vomiting, abdominal 
pain, abdominal distention (due to enlarged stomach), constipation 
(diarrhea in a few cases), collapse, splashing sounds, peristaltic 
movement over the stomach. 

1. Vomiting. This is the most frequent symptom. It occurred 
in all but one of the above cases, and was present in 90 per cent. 
of Conner’s cases from all causes. The vomiting in two instances in 
my series was yellowish. In two it had a fecal odor, in the remainder 
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it was dark greenish or blackish in appearance. The quantity is 
usually large, one pint or more, though rarely it is small. The act 
of vomiting is painless, and has much the character of that of general 
peritonitis. ‘The vomitus is suddenly and violently expelled from 
the mouth, without effort on the part of the patient. 

2. Pain was complained of in 42 of Conner’s cases. In this 
series of pneumonia cases, it occurred twice. In one of my cases 
it was so severe that morphine was required. 

3. Abdominal distention usually oceurs quickly, is frequently 
severe, and is almost without exception in the epigastrium, causing 
a tumor in that position, but on account of the distention being 
due to the large stomach, and the stomach occupying an abnormal 
position, the whole abdomen is distended. In one of this series the 
outline of the greatly distended stomach could be plainly seen. 
This is exactly in accordance with one of Fagge’s cases. This 
abdominal distention completely disappeared after lavage. 

t. Constipation is the rule. In 2 of my own cases the first thought 
was that probably the symptoms were due to intestinal obstruction. 
In 2 of the pneumonia cases, however, there was diarrhea. This 
constipation adds color to the picture of intestinal obstruction. 

5. Collapse. The patient is frequently almost totally collapsed. 
The face is pinched and anxious. The eyes are sunken. The 
breathing is rapid. The patient gives every indication of almost 
immediate dissolution. 

6. The splashing sounds. By placing ones hands upon the lower 
abdomen and making a quick percussion of the portion of the abdo- 
men, occupied by the tumor usually a splashing sound can be de- 
tected, which is so characteristic of dilatation of the stomach. 
Peristaltic movement of the stomach area can occasionally be seen. 
This has been noted in only a few instances, and is apparently not 
as marked in cases of acute dilatation as it is in cases of chronic 
dilatation. 

Diagnosis. The condition must be diagnosticated from general 
intestinal distention not due to obstruction or peritonitis; from 
peritonitis due to perforation or to extension of inflammation; from 
intestinal obstruction; from pancreatic cyst; from uremia; from 
postanesthesia vomiting; and from acute hemorrhagic pancreatitis. 

General abdominal distention is common in pneumonia and is 
more frequently than not unaccompanied by gastric dilatation; 
that they may occur simultaneously is, I think, proved by my 
Case V. In simple distention peristalsis may be heard over the 
entire abdomen. The outline of the stomach cannot be made out, 
and the stomach tube introduced will not remove the distention; 
frequently in these cases a rectal tube will relieve the tympany. 
There is no vomiting, there is often diarrhea. 

GENERAL Perironitis. Here there is the same rapid distention 
as in gastric dilatation, but the stomach cannot be seen outlined. 
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There is much more tenderness than in dilatation of the stomach, 
there is no splash, and above all, there is the same collapsed con- 
dition of the patient. The stomach tubes doe not dissipate the 
distention. 

INTESTINAL OgpstRuUCTION. Three of the cases which occurred in 
pneumonia, and which I myself saw, were believed to be due to intes- 
tinal obstruction, and, indeed, the picture was very like it. Abdomi- 
nal pain, vomiting, in two instances almost fecal in character, great 
distention, and constipation. Indeed, the later view that there is 
always an obstruction where the mesentery crosses the duodenum, 
gives real reason for the likeness of the pictures. If there is a stric- 
ture high up not due to gastric dilatation, the differential diagnosis 
would beimpossible. In intestinal obstruction, however, the disten- 
tion is originally general over the entire abdomen, whereas in acute 
dilatation of the stomach the distention is likely to be in the epigas- 
trium, or at least greater in that position. Sometimes a marked 
epigastric tumor is seen, occupying the entire epigastrium and the left 
hypochondrium, and also the lower epigastric region, and in rarer 
instances, the shape of the distended stomach can be made out 
through the abdominal walls. Careful passage of the stomach 
tube will cause the immediate disappearance of the abdominal 
Pistention where this is due to stomach dilatation. 

Pancreatic Cyst. Dilatation of the stomach has been mistaken 
for this condition, but in cyst there is the evidence of a true mass. 
This mass is dull to percussion. The stomach tube will not cause 
its disappearance. There is no collapse in a cyst. 

Uremia. The dull unconscious condition of uremia is not like 
the rather active delirium of dilatation of the stomach. There is 
no collapse. There is no distention. 

Acute Hemorruacic Pancreatitis. In this condition there is 
the same sudden onset, with collapse, but the distention is general 
and not confined to the stomach. It is easily differentiated by the 
stomach tube. 

ProGnosis. Conner gives a death rate of 72.5 per cent. in 102 
cases. Laffer a death rate of 62.5 per cent. in 217 cases. Judging 
from the result in pneumonia cases, 6 deaths in 11 cases, 55.5 per 
cent., and in operative cases where the proper treatment has been 
instituted early, this terrific death rate is probably largely the 
result of the true nature of the case being unrecognized, or improper 
treatment (surgical) being applied. 

TREATMENT. It would appear that acute dilatation of the 
stomach is one of the rare abdominal conditions in which medical 
men can both advise and administer the treatment to the exclusion 
of the surgeon. The first requisite is early diagnosis. Sudden 
abdominal distention occurring in the course of pneumonia must 
bring the thought of acute gastric dilatation at once to the prac- 
titioner’s mind. Distention, collapse, increased gastric tympany, 
pain, vomiting, are the suspicious signs. Before the patient is 
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moribund, often before the diagnosis is definitely determined, and, 
as a diagnostic step a stomach tube must be introduced and lavage 
practised. If the contents of the stomach are foul and copious, 
or if there is much flatus, relief will be almost instantaneous, and if 
the dilatation occur after the crisis, recovery may be confidently 
expected. The lavage must be practiced as often as the distention 
occurs. When a patient is collapsed with running pulse, it is often 
feared that the passage of the stomach tube may be fatal. This 
is a mistake. On the contrary, the tube is easily passed and relief 
is marked even in most desperate cases in the midst of an attack 
of pneumonia. The position of the patient is of some importance. 
In distention of the stomach, as has been stated, there is constric- 
tion of the duodenum, under the root of the mesentery, and the 
collapsed small intestines are far down in the pelvis, making the 
mechanical obstruction still more marked. By turning the patient 
on the right side or on the face, this element is probably largely 
removed. All food and drink by the mouth must be interdicted. 
Strychnine and eserine hypodermically have seemed of value in 2 
of my cases. 


LOBAR PNEUMONIA OF MICROCOCCUS CATARRHALIS AND 
BACILLUS COLI COMMUNIS ORIGIN. 


By Wa rer L. Nites, M.D., 


INSTRUCTOR IN MEDICINE, CORNELL UNIVERSITY MEDICAL COLLEGE; ADJUNCT ASSISTANT 
ATTENDING PHYSICIAN TO BELLEVUE HOSPITAL, NEW YORK. 


AND 
Frank S. Meara, M.D., 


PROFESSOR OF THERAPEUTICS, CORNELL UNIVERSITY MEDICAL COLLEGE; ASSISTANT ATTENDING 
PHYSICIAN TO BELLEVUE HOSPITAL, NEW YORK. 


(From the Second Medical Division of Bellevue Hospital and the Cornell University Medical 
College, Department of Clinical Pathology.) 


Tus report is based upon the study of two cases of pneumonia 
which were observed during the winter of 1909-10 in the wards 
of the Second Medical Division of Bellevue Hospital. They are of 
interest (1) because of the atypical clinical course exhibited by 
each, and (2) because of the bacteriological findings. 

Case I.—Lobar pneumonia, migratory in character, all lobes 
of the lungs being successively involved, and one of them, the 
left lower, being twice consolidated. Complicated by multiple 
arthritis and tonsillar abscess. Micrococcus catarrhalis in pure 
culture from sputum. Recovery. 

The patient, a colored boy, aged fourteen years, was admitted 
to Bellevue Hospital on December 30, 1909, complaining of pain 
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in several large joints, sore throat, and pain in the left side of his 
thorax. He had been well until December 24, 1909, when his 
throat became sore on swallowing, and pain and tenderness, with- 
out swelling, developed in his ankles and knees. A slight cough 
with little expectoration also began at that time and continued 
until admission. Three or four days after the onset his elbows and 
shoulders also became painful, while his left knee somewhat im- 
proved; his right knee and ankle were unimproved. On December 
29, the day before admission, he first had a rather slight pain in 
the region of the left nipple, which was aggravated by coughing. 
No history of a chill or bloody expectoration was elicited. When 
admitted his temperature was 102.8°; pulse, 120; and_respira- 
tions, 24. 

The boy had had measles, pertussis, scarlatina, and several 
attacks of sore throat. His tonsils were excised in 1907. He 
had no cough previous to this illness. 

The patient was well developed and in a good state of nutri- 
tion. Both tonsils were considerably swollen and very red; there 
was no membrane. His heart was normal. No abnormal physical 
signs were observed in his lungs or plure. His ankles, knees, 
elbows, and shoulders were very tender on pressure, and move- 
ment caused severe pain, but they were not reddened or swollen. 

On December 31, the day following admission to the hospital, 
signs of consolidation were noted over a small area at the angle 
of the left scapula. His cough was more frequent and he expecto- 
rated considerable clear mucus. Leukocytes numbered 40,000, 
polymorphonuclears constituting 86 per cent. Urine was concen- 
trated and contained a heavy trace of albumin, but no casts. On 
January 3, 1910, signs of consolidation were observed over the 
upper lobe of his left lung; January 9, consolidation of right upper 
lobe; January 12, consolidation of right middle and lower lobes. 
Leukocytes now numbered 66,500 with 85 per cent. of polymorpho- 
nuclears. As each new lobe became involved the lobe previously 
affected began to resolve, so that on January 23 the left lower lobe 
again became consolidated after apparently having become normal. 
The progress of the disease is best shown in the accompanying chart 
(see Chart 1). On January 26, herpes appeared on both lips. The 
sore throat continued until January 12, when after complaining 
of severe pain in the right side of his throat he coughed up a con- 
siderable quantity of pus which evidently came from his right 
tonsil, as it was later found to be lax and ragged. 

The pain and tenderness in his joints also continued, and on 
January 17 there were well-marked signs of fluid in both knee- 
joints. A culture of venous blood gave no growth. On this date 
signs suggestive of fluid at the base of the right lung were observed 
and a thoracentesis was done, which gave a few drops of clear 
fluid, which was also sterile, 
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A “clean specimen” of sputum was obtained on January 15. 
This consisted of rather thin, translucent, mucoid material with a few 
small pellets of a yellowish color. It was handled by Kitasato’s 
method, and the culture showed a pure growth of Micrococcus 
catarrhalis. Two repetitions of this procedure, carried out in the 
next week, each time resulted in pure cultures of the same organism. 
A vaccine was prepared from the first culture and given in increas- 
ing doses at intervals of four days, as indicated on the chart. 

During all of January the boy was very sick; his pulse became 
feeble and considerable stimulation was administered at different 
times. He was never deliriaus and did not appear to lose much 
weight. He was for some time kept in a room with all windows 
open and was later placed on a balcony in the open air. His diet 
consisted of carbohydrates and milk, and averaged 1800 calories 
per diem. Upon the appearance of fluid in his knee-joints he 
was given 15 grains of aspirin at four hour intervals, and the joint 
symptoms quickly subsided. Convalescence was rather slow, and 
he had some fever at times until March 1. There was an exacer- 
bation of fever on February 19, which lasted three days, but which 
was unaccompanied by any change in physical signs. The patient 
was discharged from the hospital on March 16 and sent to a 
; convalescent home. Examination at this time showed signs of 
thickened pleure over the posterior bases of both lungs. 

, The illness was evidently primarily an arthritis followed by 
; pneumonia of a migratory character, which, together with the 
3 acute tonsillitis, might readily be interpreted as acute rheumatic 


fever with the not unusual complications of pneumonia and 

i tonsillitis. The prolonged and migratory character vf the pneu- 

; monia, failure of involvement of the heart in so severe a process, 

the unusually high leukocytosis and polynucleosis, however, 

' constitute marked deviations from the usual sequence of events 
in acute rheumatic fever, and it seems much more logical to attri- 
bute all of the phenomena to an acute pyogenic infection, which 
in this instance it would seem fair to assume was the Micrococcus 
catarrhalis, repeatedly recovered in pure culture. 

Case I1.—Lobar pneumonia with extensive pleuritis, complicated 
4 by diphtheria and erysipelas. Acute exudative nephritis as a 
sequel. Bacillus coli communis in pure culture from sputum. 
Recovery. 

A Polish farmer who had been in this country three and 
: one-half months was admitted to Bellevue Hospital on January 
24, 1910. He was aged thirty-four years, and unmarried. About 
January 10, 1910, he began to have severe pain in his epigastrium 
after eating. ‘This came on immediately after his meals, was 
constant, severe, and localized, but was relieved by vomiting, 
which occurred about one hour after eating. The vomitus con- 
sisted of food and often showed streaks of blood and his stools 
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also had often been blood streaked. He had lost no weight. During 
the week preceding entrance to the hospital, however, he had not 
vomited, but had become weak and frequently had chilly sensa- 
tions. 

Ten years previous he had had a similar attack of stomach 
trouble, which lasted one month and during which he once vomited 
a quantity of blood. He had since been well until onset of present 
illness. He was accustomed to drinking three or four glasses 
of beer and one or two drinks of whisky daily. 

Upon admission the patient’s temperature was 102.8°; pulse, 
88; and respirations, 24. (See Chart II for course of disease and 
other data.) He was well nourished, his tongue was clean, and 
his mental condition was normal. His arteries were unduly thick 
and his pulse was dicrotic. His heart and lungs appeared to be 
normal, as did also his abdomen except for a moderate degree of 
bilateral tenderness and muscular spasm in his epigastrium. Liver, 
spleen, and kidneys were not palpable and his urine was normal. 
On January 21 his blood contained 21,000 leukocytes, with 83 
per cent. of polymorphonuclears. A test meal of bread and tea 
removed in one hour amounted to 100 c.c.; total acidity was 66, 
free hydrochloric acid none, combined 50; lactic acid was present, 
but there were no blood cells. His stools contained no blood, 
visible or occult. 

On January 26 patient began to cough and raise a little thin 
sputum, which was negative for tubercle bacilli. There were no 
abnormal pulmonary signs to be found. He did not vomit, and 
complained of no pain. No malarial parasites were found in his 
blood. On January 28, signs of consolidation appeared over the 
upper lobe of his right lung; also just within the angle of the right 
scapula was a small area of diminished resonance, increased fremitus, 
and bronchial breathing, which was surrounded by an area of 
vesicular breathing, diminished in intensity. The physical signs 
in his thorax remained the same except that the area of dulness 
over the right lower lobe increased in extent and the breath sounds 
so diminished in intensity that a pleural effusion suggested itself. 
A thoracentesis done on February 1, gave no fluid. Cultures 
of venous blood taken on January 27 and January 31 were sterile. 
Cultures made from specimens of “clean sputum” on January 31 
and February 4 each showed Bacillus coli communis in pure 
culture. 

On February 4 the patient developed a sore throat, from which 
Klebs-Loeffler bacilli were cultivated. On February 5 an erysipela- 
tous infection appeared on his face. Because of the diphtheria 
he was transferred to the Willard Parker Hospital on February 6, 
and we are, unfortunately, unable to obtain any data regarding 
his condition while there. He was, however, returned to Bellevue 
Hospital on February 24. His temperature was then 98.8°; pulse, 
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80; respirations, 16; and he was in good general condition. Over 
the left lung posteriorly from the angle of the scapula down were 
dulness, diminished vesicular breathing, and many medium sized 
crackling rales close to the ear—signs of pleuritis with thickening 
of the membrane. Near the angle of the right scapula there re- 
mained a small area of consolidation just about as noted on January 
28. The right upper lobe, previously involved, was normal. His 
abdomen was somewhat tender on deep pressure at the left costal 
margin. 

The patient was without fever until March 1, when facial ery- 
sipelas recurred which lasted four days. On March 4, edema of 
his face and legs appeared and his urine indicated acute diffuse 
nephritis. He was very sick for three weeks, having several con- 
vulsions and marked anasarca. He gradually convalesced, however, 
and was discharged on April 16, in good general condition, his 
urine showing a trace of albumin only. There were signs of 
thickened pleura, but only few rales, the signs of consolidation 
of the right lung having disappeared. 

The only unusual feature of this case was the recovery, on two 
occasions, of Bacillus coli communis in pure cultures from the 
sputum, which is rare in our experience. Clinically the most 
important feature of the pulmonary changes was the persistent 
consolidation in the right lower lobe, but which eventually resolved. 
We make no effort to correlate the gastro-intestinal symptoms 
with the pulmonary phenomena, and can find nothing in the litera- 
ture which has any bearing on the case. The persistently slow 
pulse is suggestive and the leukocytosis, high for colon infections, 
is interesting. 

Acute lobar pneumonia was for long thought to be caused by 
exposure to cold, and it was not until 1882-83 that this theory 
of its etiology was seriously disputed by Friedlander, who had 
found capsulated cocci, usually in pairs, in pneumonic lungs, 
and which produced in mice a septicemia with inflammation of 
the serous membranes, from the exudate of which similar cocci 
were recovered. This organism was later shown by Fraenkel 
to be what is now called Friedlinder’s pneumobacillus, though 
it is probable that some of the organisms with which he worked 
were really Fraenkel’s pneumococci. In 1880 Sternberg and 
Pasteur had independently recognized what is now called the 
pheumococcus, but did not definitely connect it with lobar pneu- 
monia. Koch and Eberth (1881), Leyden and Giinther (1882), 
Matray and Ziehl (1883) recovered the same capsulated diplococci 
from the exudates of lobar pneumonia. However, in 1886, Weichsel- 
baum reported the examination of exudates from 94 cases of 
undoubted lobar pneumonia and from all cultivated the pneu- 
mococcus. This appeared to definitely establish the etiology 
of the disease, though the chain of evidence was not completed 
until Gamaleia (1888), reproduced the characteristic lesions by 
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inoculating dogs and sheep with pneumococci. Further corrobo- 
ration was much later had by the demonstration of a frequent 
accompanying pneumococcemia, Prochaska! having reported this 
in all of 50 cases cultured, and Rosenow? in 85 per cent. of 300 
cases. 

It has, however, long been recognized that Friedlinder’s pneumo- 
bacillus is the exciting cause of a small proportion of the lobar 
pneumonias; that in the pneumonia complicating typhoid fever 
Bacillus typhosi may be found; and in septic pneumonias the 
pyococci may alone be present. Schottmueller* has reported 5 
cases clinically identical with lobar pneumonia, from all of which 
he recovered Streptococcus mucosus, and Hastings and Niles‘ 
have reported 43 cases of pneumonia, lobar in type, from the 
sputum of which pneumococci were not recovered by cultures. 
(The two cases here reported were included in their series.) That 
lobar pneumonia may be produced by a variety of microédrganisms 
other than the pneumococcus cannot be doubted. 

By a “clean specimen” of sputum we mean one which has been 
raised by deep coughing and expectorated into a sterile receptacle 
immediately after having thoroughly washed the mouth and 
gargled the throat with a saline or mild antiseptic solution. Kita- 
sato’s> method of handling sputum consists in picking out a more 
solid particle and washing it in several baths of sterile water, 
then opening it and smearing the fresh surfaces on proper culture 
media. If one carefully follows this technique a considerable 
proportion of pure cultures will be obtained. 

The criticism that the bacterial findings in sputum may not 
represent the exciting cause of an inflammatory process in the 
respiratory tract is an obvious one, but the evidence for the cor- 
rectness of the assumption is strong when the above-mentioned 
procedures are carried out. That the healthy respiratory tract 
is usually, if not always, sterile below the glottis is well established. 
Sputum may come from any part of the bronchial tree or from the 
alveoli, as, for example, the rusty sputum of pneumonia. Bacteria 
are usually found in the exudates from inflammatory processes 
excited by them. These are some of the reasons for attaching 
significance to the bacterial findings in sputum. Certain it is 
that in New York City many persons ill with a malady which 
cannot clinically or post mortem be differentiated from lobar 
pneumonia produce sputum which does not contain pneumococci. 
Neither can pneumococci be recovered from the blood of such 
patients. 

We desire to acknowledge our gratitude to Dr. Thomas W. 
Hastings, who supervised the bacteriological work in connection 
with the cases here reported. 


1 Centralbl. f. innere Med., 1900, xxi, 1145. 2 Jour. Amer. Med. Assoc., 1907, xlix, 1799 
3 Minch. med. Woch., 1905, lii, 1425. 4 Jour. Exper. Med., 1911, xiii, 638. 
5 Ztsch. f. Hyg. u. Infectionskrank., 1892, xi, 441, 
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SOME OBSERVATIONS ON THE SYMPTOMATOLOGY AND 
DIAGNOSIS OF CERVICAL RIB. 


By Josepu L. M.D., 


CHICAGO. 


SyMpToMs due to cervical rib are apparently much more common 
than the reported cases would indicate. The papers of Keen,! 
Osler, Goodhart, and Francine, in this country, cover the majority 
of the reported cases. The German and F rench literature contains 
comparatively few reports. Its rather infrequent reported occur- 
rence is the more interesting since the condition has been recognized 
anatomically since the time of Galen, although the first attempt to 
discuss the subject in detail was in the published paper of Hunauld 
in 1742. Gruber, in 1869, was able to find in the literature only 76 
cases, and in 1894 Pilling collected 139 cases. Of this number, onl) 
9 had been recognized clinically. As the rib is not usually palpable, 
it was not until the x-rays came into general use that a positive 
diagnosis could be made. During the past fifteen years the con- 
dition has been diagnosticated more frequently, still one is forced 
to believe that only a small percentage of the cases are recognized 
by the clinician. 

During the last sixteen months 8 cases of cervical rib have been 
detected by the author. All of these had been previously diag- 
nosticated as severe brachial neuritis. The z-rays and subsequent 
operation in five cases, with relief of symptoms, verified the role 
played by the extra rib. It is, perhaps, needles to say that a 
number of other suspicious cases failed to show a cervical rib. 

In the recorded cases the z-rays show bilateral cervical rib in 
80 per cent. of the cases, although in only 2 cases, as reported by 
Keene, were there bilateral symptoms. All but 1 of my cases showe d 
bilateral ribs, and 2 complained of considerable distress in both arms. 
It is not infrequent to find the rib on one side more developed than 
on the other, and this was true in 2 of my cases. The pain in both 
instances was on the side of the larger rib. 

Symptoms rarely appear before adolesence, and in many cases 
much later in life. In 1 of my cases the symptoms appeared at the 
age of ten years, in all of the others between the twentieth and 
thirtieth years. Unaccountably the trouble is much more frequent 
in females. All of the 8 cases presenting symptoms were women. 
Three patients complained of pain only in the left arm, 3 in the right, 
and 2 in both arms. In 6 of the 8 patients the onset was very 


1 For a complete review of the subject and’ bibliography, see W. W. Keen, The Symptoma 
tology , Diagnosis, and Surgical Treatment of Cervical Rib, Amer. Jour. Mep. Sci., 1907, 
exxxiii, 173. 
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gradual and without apparent exciting cause. An attack of typhoid 
fever preceded the attack of pain in one instance, and another 
patient had her first intense pain after a fatiguing cold tramp in the 
woods. One patient was a violinist, but was compelled to discon- 
tinue playing as each effort precipitated an attack of pain that would 
persist for four or five weeks. The two factors most responsible 
for exciting or increasing the intensity of the pain were cold and the 
use of the arm. In every instance the pain was more marked during 
the winter months, and 2 patients were entirely free during warm 
weather. One patient for several years in the beginning, only had 
discomfort when the hand was placed in cold water. This would 
excite intense cramps in the hand with extreme blanching of the 
skin. The patient was so susceptible to cold that getting out of 
bed in a cold room would immediately excite an attack of pain. 
Two of these patients came to the office with the hand and wrist 
carefully wrapped in flannel or cotton to protect the extremity 
from the cold, although the season was only early autumn. 

In every instance there was a tendency for the pain to become 
gradually more severe; the symptoms, at first infrequent and excited 
by cold or the use of the arm, gradually became persistent and 
developed without special exciting cause. The pain was usually 
described as dull in character, and in 4 of the cases was chiefly con- 
fined to the forearm and especially along the course of the ulnar 
nerve. In the other 4 cases the entire arm, shoulder, and inter- 
scapular region on the affected side were involved. One patient 
described the pain as “band-like’ about the elbow and wrist. 
Three patients were able to obtain relief during the night by 
placing the hand on top of the head, but during cold weather 
this exposure after a short time would again excite the pain. One 
patient described the pain as “throbbing” in character, and noticed 
that it was synchronous with the pulse. On account of a marked 
thrill and bruit present in this case just below the middle of each 
clavicle an aneurysm had been previously diagnosticated. By 
changing position the patient would-cause the bruit to disappear. 
At the operation it was found that a V-shaped notch had been 
worn in the rib by the subclavian artery, a branch of the brachial 
plexus lying between the artery and bone. There was a very slight 
dilatation of the subclavian above the notch. 

Numbness and tingling are common symptoms even when pa- 
tients are free from actual pain. Four patients complained of severe 
cramping in the fingers, usually either after exposure to cold or 
carrying even a light package in the hand. One patient had these 
cramps for ten years before acute pain appeared. She described 
the cramp as not especially painful, but found it necessary to use 
the other hand to straighten out the fingers. One patient com- 
plained of these cramps for almost a year after the removal of the 
rib, although free from all other discomfort. Paresthesia described 
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as a cold blast or cold water running over the hand, was complained 
of by 1 patient. In every instance the arm tired easily. Carrying 
a package, placing an object on a shelf, and even writing would 
cause a pronounced sense of tiredness and weight in the arm, which 
would disappear after a few minutes’ rest. One patient noted long 
before the onset of pain that the right arm tired much more readily 
than the left. Using the arm usually excites attacks of pain. One 
patient who worked in a factory and was obliged to move light 
boxes from a shelf, after working a few days would suffer such 
intense pain that she was compelled to lay off. The pain would 
disappear after a few days’ rest. 

Vascular phenomena were noted in 5 cases. In 3 marked ischemia 
with cramping of the fingers would develop after moderate exposure 
to cold. The affected hand of 1 patient was continually pale, and 
would not redden when placed in hot water. Four patients (this 
included 2 who at times had ischemia) had cyanosis of the hand. 
In 1 patient with bilateral cervical ribs the pain was only present 
in the right arm; the cyanosis in the left. The cyanosis was espe- 
cially marked when the arm was dependent, the contrast in color 
and temperature of the two hands being very striking. One of the 
patients, a trained nurse, had acquired a reputation for having one 
cold hand. This nurse for a period of several vears was taking care 
of a patient with intermittent claudication. During the winter if 
the temperature became very low at night, he would complain of 
pain in his foot and she of her shoulder and arm. The patient had 
cyanosis of the foot and the nurse of the hand when that extremity 
was in the dependent position. Cyanosis occurred in 1 patient only 
after moderate use of the arm. This was the patient referred to 
above in whom the artery had worn a groove in the rib. In every 
patient with vascular phenomena a careful search was made at 
the time of operation to determine the cause. In only 1 case could 
we find any evidence of compression of the vein or artery. It is 
possible, traction of the rib on the tissues might have caused slight 
interference with the circulation, but if so it could not be demon- 
strated. It seems hardly possible that the vascular phenomena 
observed could be purely of nervous origin. In none of the cases 
was there any edema. 

Atrophy was only observed in 2 cases. These were both long 
standing, one ten, the other fifteen vears. The changes were con- 
fined chiefly to the interossei and thenar and hypothenar eminences. 

It will be noted that the symptoms in this group of patients 
showed wide variation. The only constant complaint was a per- 
sistent intermittent or continuous disturbance in one arm. ‘This 
is, perhaps, the most significant diagnostic point. Rarely does a 
simple neuritis continue for years. Another significant point is 
the marked susceptibility to moderate cold. Marked vascular 
disturbance, either ischemia or cyanosis, is unusual in simple 
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brachial neuritis. Significant is the acute exacerbation of severe 
pain after slight exposure or moderate use of the part. The relief — . 
obtained by position, especially placing the hand on the head when 
asleep, is very suggestive. Other points to be mentioned are weak- 
ness of the arm in the absence of pain, great intensity of the pain, 
a murmur over the subclavian, cramping of the fingers, especially 
after holding something in the hand, and finally, the progressive 
character of the trouble. Each year finds the patient more uncom- 
fortable; either more pain or greater weakness, or both. In none 
| of the cases could the rib be palpated. In quite a large percentage 

of the cases the symptoms were sufficiently characteristic to enable 
| one to make a highly probable diagnosis without the z-rays; in 
: other cases a cervical rib was merely considered a possibility. A 
| good rule to follow is to suspect cervical rib in every patient with 
prolonged brachial neuritis, then confirm or refute the diagnosis 


by the z-rays. 

Whether the cervical rib shows distinctly with the z-rays depends 
upon its size and more especially its position. It must be borne in 
mind that a very short rib may cause trouble, either by directly 
irritating the brachial plexus, or, more frequently, on account of 
the pressure exerted by a tendinous band extending from the tip 
of this short rib to the first dorsal rib. It is, therefore, important , 
in patients with prolonged brachial neuritis, where the x-rays show 
only a very short cervical rib, to consider the possibility of pressure 
from this source. In one of the cases, a cervical rib had previously 
been suspected by another physician, but the z-rays were pronounced 
negative because it was thought to show only a long transverse 
process. On careful examination a short rib could be made out, 

which at operation proved to be about one-half an inch long, and 
connected with the first rib by a tendinous band. Since the opera- 

tion the patient has been entirely relieved of the pain. 
A cervical rib which curves abruptly anteriorly may be even more 
i readily overlooked, and without careful examination by the 2z-rays 
may not be detected. Examination of the plate in such a case shows 
apparently only a rather prolonged transverse process, but just below 
the tip of the process a second shadow may be seen usually short 
| and somewhat indistinct. This is the cervical rib curving forward 
and dipping somewhat downward, only this portion that projects 
below the transverse process shows in the picture. In 1 case the 
x-ray picture was reported negative in a patient with the clinical 
symptoms of cervical rib. Careful examination revealed a short 
faint shadow below the tip of the transverse process. A second 
picture taken at a different angle, gave a more pronounced 
shadow and at operation a cervical rib, more than an inch 
in length, was removed. This rib curved abruptly anteriorly, 
lying thus close to the spine, and for this reason was detected 
with difficulty by the surgeon. In cases of suspected cervical 
rib, it is, therefore, important to have pictures taken at different 
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angles, and then to observe the plate carefully for indistinct 
shadows. 

The question would arise, whether in patients with severe pro- 
longed brachial neuritis and negative 2-rays, an exploratory opera- 
tion should be made with the expectation of finding a very short 
cervical rib, the tendinous attachment causing the disturbance. 
Some of the English surgeons are operating on this indication with 
excellent results. When a patient has complained of severe brachial 
neuritis of unknown origin for more than a year, and treatment has 
failed to relieve, an exploratory operation might be warranted. It 
is advisable to warn the patient that after such an operation there 
may be weakness in the arm due to the manipulation of the brachial 
plexus, and that this may be of several months’ duration. 

Five of the 8 cases have been operated upon. Four were relieved 
of pain within a few weeks. One very severe case with cramps 
and marked atrophy had an occasional cramp on exposure to cold 
for more than a year after the operation, but was free from other 
pain. The atrophy is now much less and the patient is able to use 
the hand much better than for years. Another patient was relieved 
of the pain, but has complained of a great deal of weakness in the 
arm, not more marked, however, than before the operation. In 
this case eight months have elapsed, and as the weakness is gradually 
growing less, there is a good prospect for ultimate recovery. Only 
two months have elapsed since the last case was operated upon. 
This patient had complained of very severe pain for eight months. 
Since the operation the pain has been gradually subsiding until at 
present she is practically well. This is the only case where the pain 
did not disappear within two weeks after operation. 

All of the patients have been pleased with the results of the opera- 
tion. They have been entirely relieved of their pain, the arm in 
some cases is still weak, but judging from the course of the first 
‘ase operated upon, almost two years ago, this weakness will 
probably entirely disappear. 


SPONDYL'TIS AND SOME OTHER FORMS OF VERTEBRAL 
DISEASE, WITH ESPECIAL REFERENCE TO 
DIAGNOSIS AND OPERATIVE 
TREATMENT: 


By B. Sacus, M.D., 


NEUROLOGIST TO MOUNT SINAI HOSPITAL, ALIENIST AND NEUROLOGIST TO BELLEVUE HOSPITAL, 
. NEW YORK 


At the completion of more than a quarter of a century of active 
neurological work, it is natural enough to review one’s personal 
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experience and to stop to inquire what the chief surprises and 
disappointments have been in the diagnosis of nervous disease. 
Among the surprises I should be compelled to think, in the first 
instance, of the cases in which some form of vertebral disease had 
come to light when other troubles had been suspected. Among 
the great disappointments of neurological practice I should have to 
mention, first and foremost, the metastatic diseases of the central 
nervous system, and next to them the cases of some form of spondy- 
litis in which, in spite of the fact that the lesion could be accurately 
localized, the physician and the surgeon appeared to be absolutely 
helpless. For the present I prefer not to touch upon the subject 
of the metastatic deposits of a malignant character in the brain and 
spinal cord,? and will confine myself altogether to the question of 
vertebral disease, to the difficulties of diagnosis, and to the question 
of operative interference in at least some of those cases. This 
entire question in its diagnostic and therapeutic bearings has been 
in my mind for more than twenty years, when it was suggested by 
the case of a young man whom I had occasion to see with 
Dr. Gibney and the late Dr. W. T. Bull. The patient was at the 
time in the incipient stages of an evident tuberculous spondylitis. 
When we saw him he was still able to get about, but was already 
showing the first signs of spasticity of the lower extremities. From 
this he went on to a complete spastic paraplegia, developed a 
marked kyphosis, upon which, in the course of time, incontinence of 
urine, bedsores, and marked sensory disturbances supervened. 
The patient was bedridden for at least a couple of years, and finally 
succumbed to his disease. 

There were two things about this case which left a marked 
impress upon me. At this period—if the older men will recall it— 
in which the diagnosis of syringomyelia had been firmly established 
by the studies chiefly of Schultze and the other co-workers in Erb’s 
clinic, many of the cases which up to that time had been diag- 
nosticated as cases of progressive muscular wasting were recognized 
as cases of syringomyelia because of the peculiar dissociation of 
sensation. It was just at this time that the case to which I refer 
was of special interest to me, because in the earlier stages of this 
spondylitis this dissociation of sensation of the syringomyelic type 
was distinctly present until a more or less complete anesthesia up 
to the level of the lesion was established; and it was in this same 
vase, that I recall distinctly, that I submitted the question to 
Dr. Gibney and Dr. Bull whether one could not make the attempt 
to get at the focus of the disease and thus possibly avert the paral- 
ysis which was developed subsequently, or possibly to check the 
tuberculous process. The surgeon and the orthopedist decided, 


2 This subject has been discussed at a meeting of the Neurological Section of the Academy of 
Medicine, April 11, 1911. See New York Medical Journal, July 1, 1911, 
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and perhaps wisely for the time, that surgical interference was not 
feasible. From that time on I have learned to regard dissociation 
of sensation as an early symptom of spondylitis, and I have kept 
the question of surgical interference actively in mind. 

Let us take up the diagnostic question first, and let me refer 
briefly to a few histories of patients that have been observed during 
the last year or more in my service at the Mount Sinai Hospital, 
in which this factor of dissociation of sensation has been well 
established. These same histories will also subserve the further 
purpose of furnishing the text for the discussion of the more practical 
question of surgical interference. I prefer to limit myself to adult 
cases and not to touch upon vertebral disease as it is observed in 
children, although the reasoning that is applicable to the one series 
of cases might very well be applied to the other. 

D. W., aged thirty years, a picture framer, was admitted to my 
service at Mount Sinai Hospital, October 20, 1910. He is married 
and has two children living and well. His wife has had no miscar- 
riages. There is no history of venereal infection. He is not addicted 
to the use of alcohol or of tobacco. 

Sixteen years ago he had typhoid fever. Fourteen years ago he 
was operated upon at Mount Sinai Hospital for osteomyelitis in 
the right thigh. Four years ago he fell while walking and struck his 
back. He had severe pain in the chest and back, causing inability 
to walk or to lie flat on his back for twelve weeks. Four months 
ago (May, 1910) he was caught in a heavy rain storm and was 
drenched thoroughly. That same night he suffered from severe 
pain in his chest. He had no chill or fever, but a painful cough 
without expectoration, which lasted for two weeks. The pain was 
severe at night while lying down. After two weeks the pain became 
constant in his left side about the level of the scapula. It was 
“sticking” in character and prevented him from lying down at 
night. It persisted up to the time of his entrance into the hospital. 

July 11, when he awoke, he noticed that his left leg felt as if it 
were asleep. He had gone to bed the previous night feeling well, 
except for the pain in the left side. In bathing he noticed that 
while the water felt very hot to his hands, he did not feel the heat 
in his legs or the lower part of his body. He had the feeling as 
if the lower part of his trunk and thighs were asleep. The left leg 
“dragged” and felt heavy and weak. Later, he noticed that the 
appreciation of heat had returned somewhat in the left leg, but not 
at all in the right. There was no spasm of the leg at that time, and 
no paresthesia. The third week after the onset he began to use a 
stick because of the fear that he might fall. He was unsteady in 
gait, and noticed that when he sat still for any length of time he 
had difficulty in straightening out his legs. The patient thinks 
that the weakness in the left leg progressed, but the right remained 
stationary. There has been no sensory or motor disturbance in the 
upper part of the body. 
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For the past five or six weeks he has noticed that he has had 
difficulty in starting the flow of urine, and that he could hold his 
urine longer than usual. There has been no incontinence. The 
bowels are constipated. He complains somewhat of reflex spasm 
of both legs. 

The examination of the patient showed no abnormal condition 
in the internal organs. There were several adherent scars along the 
inner part of the right forearm, and also the sear of the old osteo- 
myelitis operation at the lower end of the right thigh. 

There were no symptoms referable to the cranial nerves. 

The left lower extremity was markedly spastic and paretic. The 
right lower extremity was only slightly weakened in power. Both 
knee-jerks were exaggerated; a patellar clonus could be elicited; bi- 
lateral ankle clonus and Babinski reflex were present. The gait was 
spastic, the left leg especially being dragged. The left abdominal 
reflex was greater than the right. No loss of muscle sense and no loss 
of the sense of touch. There was marked diminution of pain sense in 
the right leg. The right cremasteric reflex was greater than the left. 

There was a zone of diminution of pain and temperature sense 
from the third rib down to the sixth rib, on both sides of the median 
line, and this was followed by a second zone extending to the eighth 
rib, in which there was still more marked diminution of pain and 
temperature sense. From the eighth rib downward, on the right 
side, and marked by the median line of the abdomen, there was 
complete loss of pain and temperature sense downward and includ- 
ing the right leg. On the left half of the body, while the sense of 
pain and temperature was preserved, it was somewhat diminished in 
acuteness below the eighth rib. Posteriorly the zone of diminished 
pain and temperature sense lay between the sixth and twelfth 
dorsal vertebree. The area of complete loss of pain and temperature 
sense commenced at the twelfth vertebra extended downward, and 
included the right limb. The scrotum was sensitive to pain and to 
heat and cold. There was no tenderness of the spinal vertebra, but 
there was rigidity of the lower cervical and upper dorsal vertebre, 
and a certain amount of lordosis in this region. 

The a2-rays showed a spondylitis involving the first, second, 
and third dorsal vertebre. 

The diagnosis at this time was made of a probable tuberculous 
spondylitis with exudate compressing the cord and causing the 
Brown-Séquard symptom complex. The temperature varied from 
99.6° to occasional rises of 101° to 102°, until November 21, when 
it began to rise gradually from normal to 102° and 103° evening 
temperature. 

The blood cultures taken at this time were negative; 27,400 
leukocytes, 79 per cent. polynuclears. 

About this time the right thigh above the knee became swollen 
and very painful. A diagnosis of an osteomyelitic abscess was made. 
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The patient was transferred to the surgical service of Dr. Gerster. 
The abscess was incised and an osteomyelitic process of the-lower 
end of the femur was discovered and removed. 

Before he was operated upon it was felt that the abscess was 
of the nature of a psoas abscess and an apparatus for fixing the 
spine was devised by Dr. Nathan. The patient gradually began 
to recover power in the legs and the sensory disturbances began to 
disappear from above downward, so that when he was transferred 
to the surgical service, and before the operation on the thigh, he 
had regained full power in his legs, and the sensory changes had dis- 
appeared. Exaggerated knee-jerks and ankle clonus still remained 
in the left leg. 

On March 19 he was discharged from the surgical service cured. 
The nature of the spondylitis remains uncertain. 

Summing up the symptoms in this case, in which the diagnosis 
was uncertain for many weeks, we may say that the patient had an 
old osteomyelitic process in the right leg, the presence of which was 
confirmed by special x-ray pictures, and that the spastic condition 
of the lower extremity, the loss of vesical control, and the dissocia- 
tion of sensation were due to the spondylitis. Some improvement 
was secured in this case by conservative orthopedic and surgical 
treatment. No attempt was made at active surgical interfer- 
ence of the spinal disease itself, and in view of the more or less 
diffuse character of the tuberculous disease of the vertebrae the 
possible beneficial effects of such interference remain distinctly 
problematical. But let us contrast with this case another which 
also presented a great many points of interest, and in which the 
diagnosis was puzzling up to the time of operation. The case 
deserves special attention because surgical interference was prac- 
tised in a case of vertebral disease when we had some reason to 
suspect the presence of a spinal neoplasm. The result of the opera- 
tion undertaken under these conditions has given us distinct hints 
as to what might be attempted in other similar cases. 

S. T., aged fifty-eight years, a baker, was admitted to the surgical 
service of Dr. A. G. Gerster on November 5, 1910. In April he came 
to the Dispensary because of difficulty in breathing. Dr. Emil Mayer 
diagnosticated his condition as edema glottidis, and urged him 
to enter the hospital. The patient waited a few days until the 
condition became critical, when he applied for admission and was 
taken into the surgical ward. He was immediately operated upon 
for a retropharyngeal abscess, but no pus was found. During the 
operation he became asphyxiated and tracheotomy had to be per- 
formed. He was discharged from the hospital wearing the trache- 
otomy tube. He was readmitted to the surgical service in Novem- 
ber for the purpose of closing the tracheotomy wound, and after 
admittance complained of a severe pain encircling his upper abdo- 
men that began about four months previously and had gradually 
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increased in severity. He said he felt as if a cord constricted his 
abdomen in its upper part. 

I examined him at this time and found that the fourth and fifth 
dorsal vertebrae were tender, and that the abdominal reflexes were 
lost. There were no other objective symptoms of involvement of 
the spinal cord. However, the character of the pain and its location, 
in addition to the tender vertebre, led me to conclude that there 
must be something exerting pressure on the posterior spinal roots. 
An 2-ray examination at this time was negative, and the condition 
of the throat was that of a peculiarly flaccid epiglottis which fell 
over the glottis in such a manner as to obstruct the passage of air. 
There was no evidence of neoplasm or inflammatory process any- 
where. A few days later, examination revealed a hyperesthetic 
zone encircling the body at the level of the eleventh and twelfth 
dorsal vertebra, and an area of analgesia extending in front from 
about one inch above the level of the umbilicus downward over 
both thighs, and in back from the level of the second lumbar 
vertebra downward over the buttocks, thighs, and legs. The legs 
and, in part, the soles of the feet were somewhat hypoalgesic. The 
knee-jerks were exaggerated. There was no ankle clonus, no 
Babinski, and no Oppenheim. There was no paresis of the legs. 
His gait was somewhat unsteady. No rectal or urinary symptoms. 
Lumbar puncture was performed and 10 c.c. of a clear, somewhat 
greenish tinged fluid was obtained. The fluid was under slightly 
increased pressure. It contained no celis and gave a negative 
Wassermann reaction. 

December 9. Patient now complains of formication in soles of 
both feet stating “they feel as if they weighed 300 pounds.” 
There appears to be loss of muscular sense in the joints of the hallux. 
Bilateral Babinski has appeared and his gait is more ataxic. X-ray 
examination of the spine fails to show any abnormality. During 
the past week the patient has noticed that his urination has become 
delayed. 

December 21. Patient’s legs have become markedly paretic. 
He can move them, but can no longer stand. He complains very 
much of paresthesia in the feet and legs, especially of an intense 
burning sensation. The girdle pains are not so severe. Bilateral 
ankle clonus and Babinski persist. During the past six weeks the 
patient’s temperature has reached 100° F. (rectal) on three occa- 
sions. The diagnosis was made of either an extramedullary neo- 
plasm or some form of spondylitis, and exploratory laminectomy 
was advised. 

The sensory status on December 21 was as depicted on the 
following charts. 

The continuance of the symptoms, the very definite and strictly 
localizable disturbance of sensation, in which the pain sense was more 
affected than any other, made us urge operative interference in the 
hope of finding and possibly removing an extraspinal neoplasm or 


| 
| 
| F 
ig 
| i 
| 
| 
| | 
| 
| | 
| 
| | 
| 


SACHS: SPONDYLITIS 821 


some other morbid process. According to the areas of sensory dis- 
turbance, Dr. Gerster was advised to doa laminectomy, removing the 
fourth and fifth dorsal laminz. Instead of finding a neoplasm, the 
surgeon at once came upon what appeared to be necrotic bone tissue, 
and removed as much of this as was practicable. It was early evi- 
dent that only the lower part of the diseased portion of the bone was 
attacked and that the entire focus of necrotic bone tissue was not 
or could not be removed. In spite of this incomplete operation, the 
patient has distinctly improved, his pains are very much lessened, he 


A, zone of hyperesthesia; B, sone of hyperalgesia: C, line marks beginning 
of analgesic area. 


walks about with considerable ease, the sensory dissociation has dis- 
appeared (June, 1911). The question arises whether, in view of the 
satisfactory recovery from the first operation, a very much more 
radical procedure might not have been attempted, and, furthermore, 
whether even at this late day another operation might not be done 
to remove more of the diseased bone tissue. In this case, too, before 
and after operation, the study of the z-ray plates was of great 
assistance.® 

*? Case IV in Calwalder’s recent paper appears to have been very similar. Frazier operated 
upon the patient. Coming out between the transverse processes of the fifth and sixth dorsal 


vertebre was found a mass of granulation tissuc Compression of the cord was 
relieved. (Amer. Journ. Sci., April, 1911.) 
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Another case, not less puzzling in many respects than the pre- 
ceding one, is that of R. J., a woman, aged sixty-four years, whose 
family history was negative as regards tuberculosis and carcinoma. 
Her past history was uneventful. She had never had any infectious 
disease or any cardiac, pulmonary, or renal disturbance. Her 
menopause had come on at about forty years of age. She was 
admitted to the Hospital September 8, 1910, and remained with us 
until January 14, 1911, when the needs of the service compelled her 
dismissal. 

The facts that we could ascertain were that about nine months 
before admission to the hospital she began to suffer from “ muscular 
rheumatism,” which affected practically the entire body. About 
three months before admission she began to complain of a localized 
pain, a feeling of numbness in the small of the back. She stated 
distinctly that she had not had a fall. Soon thereafter similar pains 
affected the sole and then the toes of the right foot. About two 
months before admission the pain affected the entire right lower 
extremity, and one month previous to admission the left lower 
extremity had also become similarly affected. She had been con- 
fined to bed for two months on account of weakness of the extrem- 
ities, the weakness increasing to such an extent that she was almost 
incapable of turning in bed. 

The physical examination of the patient was negative with the 
exceptions now to be noted. There was slight nystagmus on 
extreme outward rotation. There were a few small anterior and 
posterior cervical glands. There were marked varicosities and 
ecchymotic areas on the anterior surfaces of both legs. Distinct 
weakness of the lower extremities with increased knee-jerks. 
There were no Oppenheim, Babinski, or Mendel reflexes; no ankle- 
clonus and no Achilles reflex obtainable. There was distinct 
weakness of the right peroneal group of muscles. Pelvic examina- 
tion by Dr. Vineberg was also negative. The von Pirquet test was 
positive, a fact to which we did not, however, attach very much 
importance. On further examination we discovered that there was 
a marked kyphosis of the fifth dorsal to the tenth dorsal vertebree. 
On very careful examination of sensation the entire body was found 
to be normal with the exception of the lower half of both lower 
extremities, in which there was a distinct diminution of temperature 
and pain sense, a little more marked on the right side. The other 
forms of sensation were well preserved. 

During her long stay in the hospital the patient complained 
chiefly of pains in the lower portion of the back, of pains in the 
bladder which were due to a cystitis, and this in turn was probably 
responsible for the slight elevations of temperature which occurred ; 
also of inability to sit up either in bed or in a chair without intense 
pain and discomfort. A Wassermann reaction which was taken 
proved to be negative. The x-ray examination showed a condition 
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which the radiographist termed a spondylitis deformans involving 
the first, second, and third lumbar vertebr, and probably destruc- 
tion of the fifth lumbar vertebra. 

The kyphosis, the z-ray findings, and the general slowly pro- 
gressive character of the symptoms encouraged us in the opinion 
that the case was one of spondylitis which was chiefly restricted 
to the lower dorsal and lumbar vertebre, and responsible, no doubt, 
for the sensory disturbances as well as for the bladder symptoms 
with the loss of power. In view of the age of the patient it seemed 
impracticable to advise surgical interference, and the patient was 
removed to Bellevue Hospital, from there to Troy, where she lay 
until death occurred a few months later. The further development 
in the case we have not been able to ascertain. I have referred to 
this case as one in which, without the assistance given by the a-ray 
plate and the appearance of a dorsal kyphosis, the presence of 
vertebral disease might scarcely have been suspected. For the 
wait of a better diagnosis conditions such as this patient presented 
might have been diagnosticated as senile paraplegia, and it is 
questionable whether some of these conditions are not occasionally 
due to chronic vertebral osteitis or possibly a chronic pachymenin- 
gitis with exudate. 

I am reminded, in this connection, of a private patient, a young 
girl, aged twelve years, from Mobile, Alabama, whom I had occa- 
sion to see in 1906, and I refer to this case because, although the 
x-ray plate that was taken showed no tangible changes, there were 
two symptoms present which would have helped to localize the 
process. The question arises whether in such cases, if improvement 
is not obtained by fixation of the spine, surgical interference might 
not be attempted. 

This child was the eldest of three children; normal birth; normal 
in every way; nursed up to ten months of age; measles at four years 
in very mild form. She had grippe in January, 1905. She did not 
recover speedily from this, and on examination of the sputum 
tubercle bacilli were found. She lived out of doors and seemed to 
be doing well. In January of 1906 she had an abscess in the ear, 
and ran temperatures resembling that of typhoid fever, as the home 
physician stated. She was thought to have an abscess of the 
kidney, and casts and albumin were found. No operation, how- 
ever, was attempted. The radiograph that was taken proved 
negative.. At that time she was seen by Dr. Achinard, whose 
observations were no doubt entirely correct. In March, 1906, she 
showed great weakness in the legs, which increased until the time of 
my examination in September, 1906. She was entirely helpless, and 
had been in a rolling chair for months. In the South a lumbar 
puncture was done in June, after which there seemed to be temporary 
improvement. 

At the time of my examination she had a complete flaccid para- 
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i plegia without any interference with the vesical or rectal reflexes. 
i a She was unable to stand unsupported. The right knee-jerk was 
' diminished, the left was present. 

The localizing symptoms in this case were the diminution of the 
knee-jerks, contrary to the usual occurrence in spondylitis, and the 
: marked atrophy of the vasti group of the right leg, with diminution 
: , of the galvanic responses in the vasti muscles on that side, and, 
1 furthermore, distinct pain on pressure over the spinous processes 


from the eighth to the tenth dorsal, all pointing to a lesion that 


: involved, in all probability, the lowest dorsal and possibly the first 
lumbar vertebrae. The child was put on the usual tonics, and I 
ai decided that no operation was to be attempted, although the 
LB | question of operation had been submitted to me. 
i I ask the surgeons today whether, in such a case in which the 
, | symptoms, after all, proved that there was not, as yet, marked 
7 involvement of the spinal cord, operation should or should not be 
attempted? With the improvement in spinal surgical technique, a 
little more boldness in attacking these conditions would seem to be 
warranted. 
; I cannot regard the spinal column as a noli me tangere. It has 
been shown often enough, and again very recently by Cadwallader* 
| that bone disease of very slight intensity may be associated with 
considerable exudate, and in some cases the body of the vertebre 
‘ may be affected very little indeed, while a small bone abscess may 
be giving rise to most of the trouble. It is well, perhaps, to bear in 
fi mind that in cases of intense bone disease with little compression, 
F the paralysis, incontinence, and deformity of the spine may be 
early symptoms. But the cases which begin with dissociation of 
sensation, with marked girdle pains, or with radiating pains, with 
paresis rather than paralysis, with little or no vesical disturbance, 
. are the cases in which the lesion is often extraspinal, possibly a 
chronic pachymeningitis, tuberculous or otherwise, with adhesions 
| and exudate, and such cases are, to my mind, the proper subjects 
for operative interference at a very early stage of the disease. It is 
distinctly recognized that tuberculous pachymeningitis may occur 
without caries of the vertebre. 
. | In all these cases the two factors of compression and infection 


must be borne in mind. While the typical cases are, no doubt, 
x cases of advanced bone disease and somewhat difficult to get at, both 
compression and infection may be due to extraspinal processes. 
I am not willing to believe that in such cases the fear of a general 
; tuberculous infection should interfere with proper surgical measures. 
i] The few histories that I have given must suffice as a basis for 
the two points which I have wished to elaborate in this brief paper. 
The one is the early appearance of dissociated sensation in 
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vertebral disease, and the question of surgical interference. Dis- 
similar as these two points appear to be, they have some bearing, 
one upon the other, inasmuch as the early appearance of disso- 
ciated sensation should not only arouse the suspicion of vertebral 
disease, but inasmuch as this dissociated sensation is clearly a root 
symptom and points to the compression of these roots, either by 
the disorganized bony tissue or by an independent exudate, and 
inasmuch as these symptoms have often been observed long before 
the paralysis has become complete and before vesical or rectal 
symptoms have appeared, they are evidently prominent symptoms 
of a period at which surgical interference, if practicable at all, 
would be more beneficial than at a later period at which the presence 
of bladder and rectal symptoms, of complete paralysis, possibly of 
bedsores, or of marked kyphosis, show that the bony process has 
not only advanced to an alarming degree, but that it has impinged 
upon the spinal cord substance itself and has actually caused 
destruction of spinal cord tissue. When that stage has been reached 
operative interference will, of course, be of little avail. 

In conclusion, let me urge that more attention be paid to the 
vertebral column, and that if, particularly with the assistance of 
the 2-ray, a well circumscribed focus of bone tissue can be recog- 
nized, the surgeon shall attempt to get at the lesion. If the disease 
be in the body of the vertebre the attack will not be an easy one, 
but this is a matter of technique which the surgeon must solve. 
The danger of general tuberculous infection, which was so great a 
factor in former days, should not play the important part it once did. 


SPONTANEOUS INTRAPERITONEAL HEMORRHAGE. 


By W. Cuurcuman, M.D., 


FORMERLY RESIDENT SURGEON AT THE JOHNS HOPKINS HOSPITAL, BALTIMORE 


Tue large amount of work now being done on the chemistry and 
blood-pathology of the hemorrhagic diseases, has awakened lively 
interest in their clinical features as well. The patient here reported 
presented a form of spontaneous hemorrhage certainly very rare, 
possibly unique. All the usual causes of intra-abdominal hemor- 
rhage were absent, and no definite origin for the bleeding could be 
found. There is some justification for regarding the case as a rare 
manifestation of the hemorrhagic disease; but the data are not 
sufficient for its positive inclusion in this clinical group. 

The patient was a man, aged forty-eight years, who for twelve 
years had suffered from obstinate constipation, accompanied by 
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dull, heavy discomfort in the stomach. His previous history was 
otherwise negative. There was no history of bleeding in the family. 

He was brought to the hospital in a serious condition, suffering 
from great abdominal pain, The onset of the illness had been with 
sudden acute abdominal pain about the umbilicus, four days pre- 
viously. There was no nausea at the onset, nor had there been any 
since, though the patient vomited once, on the day of admission, 
after taking some tea. The bowels had not moved since the onset 
of his illness and there had been slight pain on urination. The 
abdominal pain was general; and had been constantly increasing 
since the onset. No history of injury could be obtained. The 
temperature was 101.5°, pulse 120, leukocytes 15,500. An enema 
was given in the ward on admission, and a large, constipated 
stool resulted. 

The abdomen was generally and quite markedly distended, and 
moved but slightly with respiration; in the right iliac fossa it 
was held almost stationary. There was general abdominal tender- 
ness. This was greater in the lower than in the upper half of the 
abdomen, most marked in the right iliac fossa, and very acute at 
McBurney’s point. There was marked muscle spasm in the right 
iliac fossa; spasm was also present, but much less marked, on the 
left side. The outlines of the distended intestinal coils could be 
seen lying transversely across the abdomen, but no visible peris- 
talsis was observed. No masses were anywhere felt. On percus- 
sion, the abdomen was everywhere tympanitic, except in the left 
flank, where the note was impaired. The impaired note reached 
forward to the level of the anterior superior spine and moved about 
two finger-breadths with shifts in the patient’s position. 

On rectal examination, resistance and tenderness were made out, 
and a mass felt which was thought to be in the wall of the rectum. 

The signs were those of peritoneal inflammation, with fluid in 

the peritoneal cavity; and the case was regarded as one of peritonitis, 
in spite of the rather unusual history. The almost complete ab- 
sence of nausea and vomiting were particularly striking, though I 
have observed three cases of appendiceal peritonitis during the 
past year, one of them a general peritonitis, in which all symptoms 
on the part of the gastro-intestinal tract were wanting. Intra- 
peritoneal hemorrhage was not considered in this patient. 
J An exploratory laparotomy was done through a right rectus 
incision. On opening the peritoneal cavity, a large quantity of 
free blood escaped. The intestines were much distended, but the 
fresh blood was without odor, the serous coat of the bowel glistened 
almost in the normal way, and there was no sign of pus anywhere. 
A large amount, probably a liter, of blood was mopped out, and a 
systematic search made for the source of the hemorrhage. Liver, 
spleen, stomach, and kidneys were normal; and there was no 
evidence of abdominal aneurysm. There were numerous clots in 
the pelvis. 
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The patient was somewhat shocked by the operative manipula- 
tions and a rapid closure without drainage was done. He died 
about three hours later. 

At autopsy, some fluid blood was found in the peritoneal cavity, 
but bleeding had evidently not continued since the operation. 
The operative manipulations had resulted in an early traumatic, 
general adhesive peritonitis, the intestinal serosa having lost its 
glister and the blood clots being loosely stuck to the bowel. 

No source of the hemorrhage could be found. The solid organs 
were normal except for old, firm adhesions about the spleen. Near 
the cardiac orifice, the gastric mucosa was discolored by injection 
of the fine capillaries and by small, dark red ecchymotic spots. 
Similar areas were seen near the pylorus, and there were a few 
small ecchymoses in the large intestine. 

On the serous surface of the bowel, about eight inches above the 
anus, there was an oval, dark purplish mass, measuring about 
3 by 2 em., evidently a hematoma in the bowel wall. Micro- 
scopically, sections of the intestine showed antemortem clots on 
the serous surface. The subserous vessels were widely dilated. In 
places there were hemorrhages between the muscular coats and 
the serosa. 

Hemorrhages into the joints are common in “hemophilia;’”’ and 
other serous cavities are mentioned in the text books, in a casual 
way, as rare sites for similar bleeding. But reports of such occur- 
rences recognized during life, I have been unable to find; and the 
condition must be extremely rare. At autopsy, intrapleural and 
intraperitoneal hemorrhage are occasionally found in the so-called 
hemophilia neonatorum, and there is experimental evidence for the 
belief that spontaneous intraperitoneal hemorrhage does occur in 
the “hemorrhagic disease.’’ In the Hunterian Laboratory of the 
Johns Hopkins Medical School, fatal spontaneous intraperitoneal 
hemorrhage has been observed by Whipple and Sperry! in dogs, in 
which the hemorrhagic disease had been artificially produced by 
chloroform poisoning. In these dogs, however, a hemorrhagic liver, 
which presented bloody blebs on its surface, was regarded as the 
source of the hemorrhage. 

In a fairly complete search of the literature of recent years I 
have been unable to find a case identical with the one here reported. 
Mention, however, should be made of two somewhat similar cases. 

Peck? reported a case of so-called hemorrhagic hepatitis with 
intra-abdominal bleeding. The patient, a man, aged twenty-three 
years, had awakened suddenly two days before admission with a sharp 
stabbing pain in the region of the gall-bladder. Headache and con- 
stipation were present, but no nausea, vomiting, or cough. The tem- 


1 Johns Hopkins Hospital Bulletin, September, 1909 
2 Annals of Surgery, 1905, Ixii, 597. 
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perature 103°, the pulse 112, the respirations 30, and the leukocytes 
14,600. Rigidity and tenderness were present throughout the abdo- 
men. The abdominal pain left as suddenly as it had appeared, but 
tenderness in the right hypochondrum persisted. The symptoms 
subsided, however, and the patient was kept under observation. 
Nine days after the onset a diagnosis of appendicitis was made and 
operation performed. A mild plastic general peritonitis was present, 
and the abdomen was found to be full of blood. The upper surface 
of the liver was adherent throughout to the diaphragm and its 
lower surface to the colon and mesocolon. It was uniformly en- 
larged. Its under surface was soft, spongy, and oozed with the 
slightest handling. This was regarded as the source of the abdo- 
minal hemorrhage and the case was reported, purely by way of 
description, as one of toxic hemorrhagic hepatitis. 

Barber’ has reported an intraperitoneal hemorrhage in a woman 
following labor. 

Shortly after the normal birth of a normal child, symptoms of 
internal hemorrhage appeared, the onset following a “sudden 
sense of something snapping in the lower part of the back.”” Abdo- 
minal distention became marked, the pulse elevated, and a laparo- 
tomy was done. The peritoneal cavity was found full of fresh 
and clotted blood, for which no source could be made out. The 
case was, however, most probably a traumatic one and the hemor- 
rhage due to some injury to the pelvic vessels during labor. 

The case here reported, the case of Peck, and the observation 
on dogs suggest the possibility that intraperitoneal hemorrhage may 
be a feature of the hemorrhagic disease. In future cases careful 
blood studies should be made with reference to this point. 


A CONSIDERATION OF SOME NON-TUBERCULOUS LUNG 
INFECTIONS.' 


By GrorceE H. Evans, M.D., 


VISITING PHYSICIAN, 8ST. LUKE'S HOSPITAL, SAN FRANCISCO. 


Wir thé advent of modern clinical and laboratory aids to the 
diagnosis of diseases of the chest, a reasonable popular demand has 
arisen for the earlier recognition of lung diseases. This demand is 
so insistent, the necessity of recognizing lung conditions while in 
a curable stage is so obvious, that the position of lung specialist 
has rightly assumed an important place in the field of medical 
achievement. Today, particularly in Europe, the tuberculosis 


3 British Medical Journal, July 24, 1909, p. 203. 
1 Lecture given before the Oakland College of Medicine and Surgery, February 27, 1911 
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specialist occupies a justly imposing position, which increases in 
importance with the growing success attained in the early recogni- 
tion and successful treatment of this malady. 

Out of this progress, however, as was to be expected, a danger 
has arisen. Biological tests have been unscientifically applied and 
loosely interpreted in order to attain short cuts to diagnosis. Slip- 
shod laboratory work has been accepted in place of painstaking 
investigation, with inevitably disastrous results to the diagnostician. 
The great prevalence of tuberculosis, together with the knowledge 
of the responsibility resting upon the practitioner, to the effect 
that he is expected to recognize this disease in its incipiency, has 
frequently caused him to overlook the relation which the physical 
signs and symptoms bear to conditions other than tuberculosis. 
Presumptive evidence of tuberculosis is too eagerly accepted, and 
the patient often sent to the sanatorium where the non-tuberculous 
nature of the malady is determined. Perchance, the error is not 
always discovered there and the subsequent history of the patient 
goes to make up a statistical record of cures, the result of the 
institutional treatment of tuberculosis, which is as startling as it 
is apparently satisfactory. 

I do not desire to decry the efforts of the general practitioner 
to make early diagnoses, nor would I question the motives of those 
in control of sanatoria. The work achieved in the early recognition 
of pulmonary tuberculosis has saved thousands of human beings 
from untimely graves. On the other hand, indifference and incom- 
petence, which have been responsible forthe avoidable deaths of many 
whose disease should have been earlier recognized, have justly caused 
indignation. Far better that numbers of those non-tuberculous 
should be given the benefit of the doubt and be surrounded by the 
hygienic influences of life in well-conducted institutions, than that 
one who needs them should be deprived of these influences. All 
will agree, however, that the usefulness of such institutions will 
be seriously impaired unless more care in differential diagnosis is 
exercised by those who refer patients to and receive them into 
sanatoria. 

Before proceeding to a consideration of some of the pulmonary 
infections other than those tuberculous, it will be well to briefly 
refer to certain physical signs due chiefly to anatomical peculiarities, 
and frequently found in normal individuals. My excuse for referring 
to these rather elementary facts is that these are the conditions 
mistaken for disease in a number of those referred to me as 
suspiciously tuberculous. 

Relatively diminished resonance on percussion is usually elicited 
at the right apex. This has been variously ascribed to muscular 
development about the right shoulder, the position of the right 
lobe of the liver mechanically acting as a mute and thus modifying 
the percussion note and latent disease. None of these suggested 
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causes, however, satisfactorily explains the phenomenon. Ausculta- 
tory peculiarities of the right apex are present in many healthy 
individuals. The breathing takes on more of the bronchial type 
and vocal resonance is increased. Noted more than one-half a 
century ago by Skoda,? these phenomena have received general 
acceptation by all observers. The theory usually advanced in 
explanation is the difference in size and anatomical position of the 
right bronchus. Fetterolf’s* recent study has, however, brought 
forth an explanation based on demonstrations on the cadaver. He 
has shown that almost entirely throughout its thoracic course the 
trachea lies in contact with the right lung, separated only by the 
parietal pleura and a delicate layer of areolar and lymphatic tissue; 
while on the left side the large bloodvessels, esophagus, and areolar 
and lymphatic tissue are interposed between the lung and trachea. 
With these anatomical facts in mind, Fetterolf assumes the pheno- 
mena present at the right apex to be due to the more direct trans- 
mission of vocal vibrations from the trachea through the tissues of 
the superior mediastinum to the right lung, rather than through 
the bronchial and pulmonary air. Another condition frequently 
mistaken for an adventitious chest sign is the shoulder-joint fric- 
tion first mentioned by Gowers,‘ in 1876, to which more recently 
attention has been called by Gee.’ This has subsequently been 
observed by Lord® and still more recently by Cooper.’ It is usually 
heard over the scapular region, increasing to its point of maximum 
intensity over the shoulder-joint. It is frequently mistaken for a 
pleural friction, and especially when heard distinctly in the supra- 
spinous fossa, has been considered evidence of apical disease. 

Such physical signs when accompanied by symptoms suggestive 
of lung disease are frequently given false significance, as the follow- 
ing clinical record will illustrate: 

The patient was a healthy looking man, aged twenty-five years, 
with a good family history and of temperate habits. Seven years 
previous to examination he had had typhoid fever, since which 
time he had been subject to colds, and had a troublesome morning 
cough, always bringing up some sputum. He was 10 pounds below 
his average weight, and was apprehensive of lung trouble. Intra- 
cutaneous and cutaneous tuberculin tests remained negative at the 
end of three days. 

Examination: The chest was flat in type, symmetrical, with 
depressed clavicular fosse on both sides. ‘Tactile fremitus was 
increased over the upper part of the right chest anteriorly. There 
was dulness at the right apex to the second rib. Interrupted inspir- 


2 Abhandlung tiber Perkussion und Auskultation. 
3 Archiv. Int. Med., February, 1909. 

4 British Med. Jour., November 18, 1876. 

5 Auscultation and Percussion, p. 118. 

* Boston Med. and Surg. Jour., October 21, 1909. 
7 Jour. Amer. Med. Assoc., vol. liv, p. 1865. 
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ation existed between the clavicle and the third rib on the left side. 
A friction was present over the left scapula increasing in intensity 
as the shoulder was approached. The breath sounds were dimin- 
ished throughout both lungs posteriorly. The radiogram was 
negative. A marked induration of the nasal septum with a general 
nasal catarrh, together with considerable pharyngeal and laryngeal 
vatarrh, revealed the cause of the persistent cough. The sputum 
microscopically showed nothing more than a large amount of epi- 
thelial debris. 

Diseased conditions of the upper respiratory tract are frequent 
causes of cough. Given such a cough, unless the physical signs 
in the chest are carefully interpreted, and the upper respirator) 
passages thoroughly examined, frequent erroneous diagnoses of 
apical tuberculosis will be made, and while the unfortunate patient 
is restricted in his activity because of his supposed lung lesion, the 
condition predisposing to lung disease is allowed to progress un- 
noticed. I would like to offer here as an axiom that it is difficult to 
maintain healthy lower respiratory passages with the upper ones 
in a state of chronic disease. 

To the clinician who requires more for the establishment of a 
diagnosis of pulmonary tuberculosis than a mere correlation of the 
physical signs and symptoms usually found where that disease is 
present; who has learned to thoughtfully interpret tuberculin 
reactions in the light of the susceptibility of the patient to different 
concentrations of tuberculin, so painstakingly demonstrated by 
Ellermann and Erlandsen,® Lossen,® and others; who realizes that 
the microscopic examination of sputum reveals more than the mere 
presence or absence of tubercle bacilli; to such an observer the con- 
viction has come that the influenza bacillus, the pneumococcus, the 
micrococcus catarrhalis, and the pyogenic cocci form important 
etiological factors in a considerable number of chrovic lung infec- 
tions. Admitting this fact our conception of the great incidence 
of tuberculosis must undergo considerable modification. 

Lord” has called attention to the fact that as only about one-half 
of the cases reported as cured in the statistics of institutions for 
the treatment of tuberculosis are proved by sputum analysis, it is 
probable that many non-tuberculous cases are included and the per- 
centage of reported cures thus materially raised. Difficulties beset 
the diagnostician in the recognition of the true etiological factor in 
such cases. Chronicity is marked, many of these patients having 
coughed for years, even for decades. The physical signs usuall) 
present nothing different from what could be expected in a tuber- 
culous lesion. It is often impossible to establish the time of onset 
of the acute infection and the disease seems to have begun insidi- 

8 Deutsche med. Wochenschr, 1909, No. 10, 
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® Boston Med. and Surg. Jour., May 11, 1905 


, 


Ld! 


832 EVANS: NON-TUBERCULOUS LUNG INFECTIONS 


ously. Oftentimes the disease progresses to destruction of lung 
tissue and abscess formation, as is seen in advancing tuberculous 
i lesions. Frequently extensive multiple bronchiectatic cavities 
é exist, and the sputum may reach a large quantity, the clinical 
picture being identical with multiple cavity formation in phthisis. 
Pneumothorax and empyema are occasional complications. The 
x-ray examination oftentimes reveals the mottled shadowing such 
as is made by tubercles or the dense shading of extensive tuberculous 
disease. 

It is in such conditions that important diagnostic information 
can be obtained from careful interpretation of tuberculin tests, 
based on the reactive capacity of the individual with an active tuber- 
culous lesion to minimum quantities of tuberculin. Recent work 
with the intracutaneous tuberculin test! has convinced the writer 
that we have in this test a valuable method of applying tuberculin 
in such minute quantities as to differentiate active from latent 
tuberculous lesions in a large percentage of suspected cases. By 
this method as small an amount as ;}» mg. is injected into the cuti- 
cle, care being taken not to penetrate the entire thickness of this 
membrane. No general reaction follows this procedure as follows 
the older and less delicate subcutaneous injection. It has the ad- 
vantage over the cutaneous tests in that it admits of exactness of 
dosage, a condition sine qua non to the scientific application of 
diagnostic tuberculin tests. 

Repeated examinations of the sputum probably form our best 
means of differential diagnosis, particularly in chronic influenzal 
- | infections. The almost constant presence of the influenza bacillus 
i in well-washed specimens, together with a preponderance of the 
P polynuclear cell element in the sputum afford evidence of great 
diagnostic value. Wolf-Eissner’ has called attention to the sig- 
nificance of the presence of large numbers of lymphocytes in tuber- 
culous sputum, and I wish here to emphasize this very valuable 
diagnostic fact. The frequency with which tubercle bacilli were 
subsequently found in sputum in which lymphocytes were present 
in large numbers, has taught me to recognize in the presence of the 
, latter, valuable evidence of tuberculous disease. 

{ It is fitting at this time to protest against the slipshod methods 

too frequently applied in the search for tubercle bacilli in the spu- 
, tum. By the usual smear method of examination, bacilli, unless in 
| large numbers, are frequently overlooked. At the present time, 
i my laboratory assistant is engaged in the preparation of a report 
i to be published shortly in which a series of sputum specimens are 
| : being submitted to four different methods of examination; namely, 
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(1) the ordinary smear method; (2) incubation of the sputum and 
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examination of smears made from the centrifuged sediment; (3) the 
antiformin method, and (4) the method of Ellermann and Erland- 
sen. The result of this work has proved most’ teresting and demon- 
strates the fallacy of relying on the findings of the ordinary labora- 
tory technique in sputum of a small bacillary content. Conversely, 
too little attention is paid by laboratory workers to the morphology 
of the tubercle bacillus, and as a result other acid-fast bacilli and 
artefacts are frequently mistaken for the bacillus of tuberculosis. 
The danger of this mistake is great owing to the prevalence of 
such bacilli. They are frequently found in the contents of tonsillar 
crypts, in nasal secretions, in food products, such as butter and milk, 
and sometimes in the sputum of patients with bronchiectasis and 
putrid bronchitis. They do not resist alcohol as do tubercle bacilli 
and, therefore, the latter should always be used as a decolorizing 
agent. The majority of them grow readily on the ordinary media, 
so that confusion should usually not arise. In cases of doubt, 
guinea-pig inoculation should be undertaken. 

The influx of tropical diseases into California following our 
Oriental conquests has given rise to much interesting material for 
study. Sometime ago I heard David Starr Jordan emphasize the 
necessity of a large endowment for the founding an institution in 
California for research work in tropical diseases. Among the many 
interesting conditions incident to the introduction of tropical 
diseases is that caused by the trematode, Paragonimus westermanii, 
or Distoma westermanii, producing the so-called lung-fluke disease. 
This parasite, well described by Stiles,’ probably enters man in 
embryo form with contaminated food or water, passing either direct 
from the mouth to the bronchi, or through the stomach and thus 
by the lymphatics to the lung. 

The pathology consists of multiple small cyst formations some- 
times situated deeply in the lung tissue, but usually superficially 
or immediately under the pleura. These cysts contain the parasites 
in varying numbers. Sometimes the septa between cysts may break 
down, forming a considerable cavity. The lumen of these cysts or 
cavities communicates directly with the adjacent bronchi and thus 
the ova, together with the caseous material and fluid contained in 
the cysts, are expelled in the sputum. 

The symptoms strongly suggest a tuberculous infection. The 
onset is usually gradual. There are recurrent attacks of hemoptysis. 
Hoarseness and a chronic cough develop. The sputum is of a 
yellowish-red, dusty-brown color and contains the ova of the para- 
site in varying numbers, which should always be examined in fresh 
unstained specimens. In addition to the eggs, Charcot’s crystals, 
blood, pus, and alveolar and bronchial cells are found. The recur- 


13 Bulletin 17, Hygienic Laboratory, U.S. Public Health and Marine Hospital Service; Osler's 
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rent hemoptysis frequently gives rise to a severe grade of anemia. 
The temperature is but slightly, if at all, elevated. Physical signs 
sometimes simulate those found in tuberculous disease. Retrac- 
tion of the thorax, with unilateral or bilateral signs appreciable on 
percussion are frequently observed. The breath sounds may be 
diminished, sometimes they are bronchial in quality, and there 
may be dry or moist rales. The discovery of the ova in the sputum 
establishes the diagnosis. 

The prevalence of the disease among the Oriental population 
of California is probably greater than is thought. Fehleisen and 
Cooper have reported a case found in San Francisco. It is 
not at all impossible that the reported high mortality rate from 
tuberculosis in our Oriental population can be explained by the 
fact that pulmonary distomatosis is frequently unrecognized. 

No recent discovery has brought to the medical mind such an 
appreciation of the marked prevalence of syphilis as has the prac- 
tical application of the complement fixation test of Wassermann. 
Recognizing this great prevalence, it is nothing short of startling, 
that apparently we seldom see manifestations of syphilitic infection 
in the respiratory organs. The explanation of this phenomenon, I 
believe, is owing to the fact that this condition is frequently unrecog- 
nized. Admitting this fact, is it not possible that the satisfactory 
results reported within the last few years from the mercurial treat- 
ment of pulmonary tuberculosis may appear in a new light? 

While secondary manifestations of syphilis may present lesions 
in the trachea and bronchi, and be accompanied by other sec- 
ondary symptoms which make diagnosis comparatively easy, the 
tertiary lesions present difficulties in the way of correct diagnosis 
which make recognition oftentimes impossible unless the rather 
laconic admonition of Dieulafoy is faithfully observed, namely, that 
the true means of arriving at this diagnosis is to think of syphilis. 
The above named investigator has divided lung syphilis into six dis- 
tinct types, which division presents such an excellent classification 
that I quote it verbatim: (1) Pulmonary syphiloma, with acute 
febrile course, simulating acute tuberculosis or tuberculous broncho- 
pneumonia; (2) pulmonary syphiloma of slow course, simulating 
ordinary chronic tuberculosis and phthisis in the stage of cavity; 
(3) broncho-pulmonary syphiloma, with fibresis or sclero-gumma- 
tous lesions, simulating chronic pneumonia and cirrhosis of the 
lung, with or without bronchial dilatation, pleurisy, and tracheo- 
bronchial adenopathy; (4) syphilitic gangrene of the lung; (5) syphil- 
itic pneumopathy, complicated by pulmonary tuberculosis; (6) 
hereditary pulmonary syphilis. 

With this rather elaborate but practical classification, it will at 


‘4 Jour. Amer. Med. Assoc., vol. liv, p. 697. 
% Clinique Médicale de |’Hotel-Dieu, 1898, lecons 18 et 19. 
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once be seen that syphilis may present a clinical picture that can 
fit almost any tuberculous lung condition. A consideration of the 
pathology of this interesting condition is beyond the confines of 
this paper. For this, I would refer you to the excellent articles of 
Fowler and Godlee" and Dieulafoy,” an English translation of the 
latter having recently appeared. Certain pathological features will 
however, be briefly mentioned in order to arrive at a better inter- 
pretation of some symptoms and physical signs which may prove of 
value in differential diagnosis. While the apex of the lung is the 
usual site of beginning tuberculous infection, the root and central 
part of the lung is a favorite location of a syphilitic lesions. If un- 
accompanied by tracheal or bronchial lesions, such a condition may 
give rise to no signs or symptoms pointing to the diseased process. 
With the advent of stenosis of the main bronchus, progressive 
destruction of lung tissue may ensue as in a tuberculous lesion. In 
nearly all cases of such destruction in syphilis, stenosis of some main 
part of the bronchial tree is present. This gives rise to what, I 
believe, to be the most prominent symptom of luetic lung lesion, 
namely, dyspnea, a dyspnea often entirely out of proportion to the 
apparent pulmonary condition, sometimes becoming paroxysmal 
and assuming the character of bronchial asthma. 

While both tubercles and gummas may undergo necrosis and 
vaseation, softening and cavity formation is the rule in tubercle, the 
exception in gumma. Expectoration, therefore, will be scant, 
unless destruction has progressed as a result of bronchial stenosis, 
when, of course, the profuse, purulent, fetid sputum of bronchiec- 
tasis may be met with. With extensive destructive lesions the 
general symptoms do not differ materially from those of advanced 
tuberculous disease. 

Tubereulin tests probably do not offer as great aid in differential 
diagnosis here as in other non-tuberculous lung affections. Con- 
stantini'’ found the intracutaneous tuberculin test positive in all 
but 3 out of 47 syphilitics so tested. Wassermann reactions were 
also positive in all these cases. He does not believe that local 
tuberculin reactions can be utilized for the differentiation of syphilis 
and tuberculosis. 

Repeated examinations of the sputum together with careful sift- 
ing of the history and thorough search for evidence of syphilis 
elsewhere on the bedy, rather than the result of the physical exam- 
ination of the chest, must remain our most useful means of recog- 
nition. Dieulafoy probably did not go beyond the confines of con- 
servatism when he said, “In a suspected case of pulmonary tuber- 
culosis let us always think of the possibility of syphilis; in dealing 
with a patient considered as a case of incurable phthisis, let us still 

* Diseases of the Lungs, London, 1898 


17 Manuel de Pathologie Interne 
8 Policlinico, Rome, November 27, 1910, xiviii, 1507 
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think of syphilis, and if repeated examinations of the sputum show 
the absence of Koch’s bacillus, let us have immediate recourse to 
specific treatment.” 

I would add to the last postulate, the necessity of first applying 
the complement fixation test in all such questionable cases. While 
the frequency of positive Wassermann reactions has caused us 
to modify our preconceived ideas regarding the permanent cure of 
syphilis, it has placed the prevalence of this disease in an entirely 
new light. The diagnostic knowledge attained by its application 
has unfolded to us opportunities for therapeutic endeavor un- 
dreamed of before, which has reacted beneficially on great numbers 
of sufferers, whose condition would have remained hopeless, had it 
not been for this discovery. 

An interesting chapter might well be added in a consideration of 
lung infections due to mycetes. Though the first cases recorded 
of the presence of fungi in the lungs were by Virchow, as long ago 
as 1854, and though much has been written descriptive of the lesions 
produced by actinomyces bovis, the classification of mycotic lesions 
has been much neglected and today considerable confusion exists re- 
garding the role played by the oidium, the blastomycetes, the asper- 
gillus, and probably a number of other fungi concerned in the various 
forms of pulmonary mycosis. Much discussion has arisen regarding 
the pathogenicity of some of these fungi. In some instances they are 
undoubtedly found incidental to infections with well-known patho- 
genic bacteria. It is quite possible that their presence in some cases 
may have been due to postmortem change. Actinomycosis, how- 
ever, has been generally recognized as a disease in the human 
being. When we realize that one English observer has seen in his 
practice five cases in a little more than a year, it must be acknow- 
ledged that it is more common than is generally supposed. Its 
lesions produce a symptom-complex easily confused with that caused 
by tuberculous disease. Weakness, gradual loss of strength, anemia, 
and cough, with or without expectoration, accompany the gradual 
onset of the disease. Loss in weight and appetite with some fever 
follow. Localized dulness with weakened breathing over the dull 
areas may suggest tuberculous consolidation or empyema. Later, 
signs of cavity formation occur. The sputum, if carefully exam- 
ined at this time, will probably contain the yellow granules charac- 
teristic of the ray fungus. Unfortunately in the search for tubercle 
bacilli, these other bodies are too frequently overlooked. Even in 
a later stage, when the chest wall becomes involved followed by 
softening and destruction of these structures, the condition is likely 
to be mistaken for empyema or a carious rib, when careful examina- 
tion of the discharge would at once reveal the true nature of the 
lesion. 


9 Loc. cit 
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Primary malignant disease of the lung is a rare condition, but 
metastases into the lung from a primary sarcomatous or carcinoma- 
tous lesion elsewhere, may frequently occur. Thus, cancer of the 
breast is frequently the cause of a subsequent metastasis in the 
lung. Less frequently, cancer of the lung is the result of the dis- 
ease in the stomach, intestines, or other abdominal organ, spreading 
either by means of venous emboli through the portal vein, the 
vena cava, and thus through the right heart to the lung, or by 
means of the lymphatics. 

In suspicious lung lesions, evidence of malignant growth else- 
where should carefully be sought and careful consideration made 
of the significance of previous operative procedures. Had the writer 
a few years ago, with a patient under his care with symptoms and 
physical signs strongly suggestive of tuberculous pulmonary disease, 
relied more on the significance of the evidence of previous removal 
of the breast because of cancer than on the history of tubercle 
bacilli having been found in the sputum, he would have been spared 
the chagrin of the true nature of the malady being revealed only 
when a bloody pleural effusion occurred shortly followed by death. 
Cancer of the lung when confined to that organ may give rise to no 
symptoms other than those usually found in bronchitis, and the 
true nature of the condition may be only discovered postmortem. 
Dyspnea is a prominent symptom and is usually more or less con- 
stant. This is especially the case when the lesion involves the 
mediastinum and produces pressure upon the lower portion of the 
trachea. As in syphilis of the lung, the dyspnea is out of proportion 
to the physical signs. Hemoptysis is present in a considerable 
number of the cases, sometimes the result of erosion of fair sized 
pulmonary branches, or due to the congestion and edema occurring 
in the pulmonary tissue surrounding the tumor nodules. The 
amount and quality of cough is dependent upon the location and 
size of the neoplasm. If the latter has undergone softening, there 
will be considerable expectoration which possesses the peculiar 
red currant jelly or prune juice character. In this material cancer 
elements and elastic fibers are frequently found. Hare mentions 
the presence in the sputum of unpigmented polymorphous cells of 
different sizes in which both nuclei and nucleoli show plainly. 
These cells are claimed to be pathognomonic of cancer. The pleura 
is frequently involved with resulting hemorrhagic pleural effusion, 
as in the case above mentioned. The physical signs frequently 
reveal nothing conclusive as to the true condition until the neo- 
plasm attains a large size, or until it invades the mediastinum, 
when manifestation of pressure upon the structures there located 
will suggest the true nature of the lesion. 

I have endeavored here to portray some of the pathological con- 
ditions most likely to be confused with tuberculous lung disease. 
I have omitted a consideration of some conditions rarely found, 
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which are more of academic than practical importance. Bronchial 
stenosis has been only briefly referred to in connection with what 
has been said on lung syphilis. A more detailed consideration of 
it would not be practicable here, without taking up the subjects 
of bronchiectasis, diseases of the bronchial glands, emphysema, 
mediastinal tumors, and other pathological conditions which stand 
in intimate relation to it, either in the role of cause or effect. This 
subject alone could well afford material for a future discourse. 

Pulmonary fibrosis coming on as a sequel of pneumonia, or fol- 
lowing bronchiectasis, or appearing as the result of the inhalation 
of irritating substances or dust, the so-called “knife-grinders’ 
phthisis,” or anthracosis has been omitted because of the fact that 
the repeated finding of tubercle bacilli in the sputum of these 
patients leaves little doubt that they are mainly of tuberculous 
origin. What has been presented will, I believe, illustrate some 
of the difficulties which beset the diagnostician in his effort to 
accurately differentiate some of these perplexing lung conditions. 

In conclusion I desire to emphasize the importance of a more 
thorough correlation of clinical and laboratory investigation. After 
painstaking physical examination has been made and the results 
interpreted in the light derived from careful consideration of the 
history and symptomatology; after conservative estimation of tuber- 
culin reactions and with a true appreciation of their limitations; 
after radiography has been utilized and its sources of error obviated 
by more careful preparation and interpretation of x-ray plates; 
even then in many of these perplexing condition, the rock on which 
the diagnostician must stand will be the exact knowledge attained 
by modern laboratory methods. 


X-RAY STUDIES OF SEROFIBRINOUS PLEURITIS.' 


By Wm. M.D., 


AND 


R. D. Carman, M.D., 


8T. LOUIS, MO. 


Co.iections of fluid in the pleura, on account of their dense 
a-ray shadow, lend themselves especially to Réntgenological inves- 
tigations. These z-ray studies have developed many new facts 
which are at variance with the accepted laws and theories govern- 
ing the physical properties of pleural fluids; the most notable of 
these investigations relate to the inflammatory effusions, both of 
the costal and visceral pleure. The object of this paper is to 


1 Read before the Meeting of Réntgenologists of the Middle West, Chicago, April 8, 1911. 
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emphasize the many new points made clear by diagnostic methods 
which have elucidated the true anatomicopathological properties 
of these exudates in contradistinction to what has been hitherto 
wrongly accepted under the form of classical descriptions of these 
conditions. The salient points which will be given most considera- 
tion concern the interpretation of the physical conditions produced 
by these effusions,? an accurate understanding of which will be of 
aid to both the clinician and the Réntgenologist. 


COSTAL OR PARIETAL PLEURISY. 


The classic picture of this variety of pleurisy with effusion 
which dominates the text-books and literature is that of a mobile 
collection of fluid in the inferior portion of the upright chest, pro- 
ducing a dislocation of contiguous organs (Figs. 1 and 2). The well- 


Fig. 1.—Diagrammatic illustration (anterior view), left-sided serofibrinous pleurisy with 
effusion in inferior portion of the chest. (Sahli’s Diagnosis, p. 203.) Traube’s space (between 
dotted lines) partially obliterated. No displacement of heart is shown. 


known physical findings of mobile dulness in the lower part of the 
chest (patient in the upright position) not transmitting voice, 
breath, or whispered sounds, depending in extent upon the amount 


2 Only those cases which could be classified under simple serofibrinous pleurisy, 7%. ¢., having 
a serous effusion by cytodiagnosis, have been used as the basis of this article No attempt 
has been made to classify the cases with regard to etiology or duration 
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of the effusion, having an Ellis’ or Garland’s S-shaped line along 
the lateral boundary of the chest, and Skoda’s phenomenon border- 
ing the dulness above, has been so firmly ingrafted upon the medical 
mind, as to be the anticipated finding in every case of pleurisy with 
effusion. Many texts still contain diagrammatic illustrations, 
demonstrating how the pleural effusion, having these characters in 
the upright position, gravitates to the median or lateral side of the 
pleural cavity, in response to changes in the position of the patient. 
These classic descriptions have been based upon the supposition 
that all pleurisies are in the lower portion of the upright chest, and 
that the fluid is more or less mobile. 


Fic. 2.—Same as Fig. 1, posterior view, showing A, Grocco’s triangle, opposite the 
effusion (B), 


That this is the exception rather than the rule, we have attempted 
to prove by giving illustrations of cases describing the common 
anatomical and pathological conditions existing in this disease. 
There have also been a number of other physical findings which 
have never been satisfactorily explained upon the basis that these 
effusions always occupy the lower portion of the upright chest. 
Among these are the following: (1) The presence of tympany 
over Traube’s space with a left-sided pleurisy; (2) the presence of 
physical findings of fluid posteriorly and not anteriorly or vice 
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versa; (3) the contention regarding Ellis’ or Garland’s S-shaped 
line; (4) the absence of displacement of organs with apparently 
large effusions; (5) the absence of Grocco’s sign in some cases of 
pleurisy with effusion; (6) the variation in the degree of dulness in 
apparently similar collections, etc. An attempt at explanation of 


Fic. 3.—Skiagram oi right-sided pleurisy with effusion, with patient in horizontal position 
1, serous exudate. Note the upper line of the fluid is high toward the lateral side, but remains 
in the lower part of the chest in this (dorsal) position; B heart and vessel shadow 


these and other confusing findings induced the authors to make a 

combined clinical and skiagraphic investigation of 50 cases of simple 

serofibrinous pleurisy, upon which the conclusions of this article 

are based. In these cases the physical findings have been compared 

with fluoroscopic and skiagraphic examinations, and, with the excep- 

tion of 8 cases, controlled by aspiration of the chest and cytodiag- 
VOL. 142, No. 6.—DECEMBER, 1911. 28 
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nosis of the effusion. These studies have led to many surprising 
developments bearing on the physical character of these effusions, 
particularly with regard to the location and mobility of their fluid, 
and the change of position of contiguous organs produced by the 
same. Space does not permit detailed accounts of individual cases; 
we have, therefore, confined ourselves to a summary of our findings 
in the common types of these pleurisies, which are at variance with 
the classic physical findings. 


Fic. 4.--A, diagrammatic illustration of left-sided effusion in a vertical column in the upright 
chest. This location of the exudate will not completely obliterate Traube’s space, displace 
organs, or produce Grocco’s sign; B, cross-section of Fig. 4, A. 


The Location of the Effusion. The greatest confusion has arisen 
from the misconception concerning the location of the effusion in 
the chest. The following demonstrations prove conclusively that 
these effusions are located in the majority of cases, not in the 
lower portion of the upright chest, but, on the contrary, occupy 
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variable positions in the chest. The fluid does not, as a rule, collect 
in the lower portion of the upright chest; this occurred infonly 25 
per cent. of our cases, as demonstrated both by physical and z-ray 
examination (Fig. 3). In the remaining 75 per cent. the location 
of the effusion occupied extremely variable positions in the pleura. 
In almost 25 per cent. of the cases, the fluid was in a vertical column 
in the lateral portion of the chest, compressing the whole lung 
toward the mediastinum (Figs. 4 A,B, and 5). In 34 per cent. of 
the cases the fluid was in a vertical position, enveloping the lateral 
aspect of the lung and extending nearer the median line posteriorly 


Fic. 5.—Positive skiagram—note shadows light instead of dark as in negative Skiagrai 
of left-sided effusion in a vertical column in the upright chest: A, effusion; note the uniforn 
density of shadow and straight inner margin; B, heart mediastinal shadow slightly displaced 


to the right. 


than anteriorly (Figs.6 A,B,and 7). These effusions are best appre- 
ciated by studying stereoscopic skigraphs of the case. In about 16 
per cent. of the cases a fluid occupied more or less of an upright 
position producing an oblique line across the chest, extending from 
above downward and inward (6 per cent.) or in the posterior por- 
tion of chest (9 per cent.) (Fig. 8), depending upon the size of the 
effusion. The smallest amount of exudate occupied the costo- 
phrenic angle of the pleura with the marked concavity of the 
shadow inward and upward. These Réntgenologic findings support 
the theory that the location of the fluid depends upon the position 
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assumed most constantly by the patient during the acute inflam- 
matory stage of the disease. For instance, if the patient is con- 
stantly upon his back, during this stage, he may have a collection 
of fluid limited to the posterior portion of the pleural cavity; if he 


D 


Fig. 6.—A, diagrammatic illustration of right-sided pleurisy with effusion, vertical column 
of fluid enveloping the lateral aspect of the lung, extending near the median line posteriorly than 
anteriorly; B, cross-section of the above; C, D, line projected through chest, showing how 
the z-rays external to this line passed through two thicknesses of fluid and those internal to 
the same passed through one thickness of fluid, explaining the differences in density of the 
shadows on each side of this line in Fig. 7. 


is in the lateral position, the effusion may be confined to the lateral 
part of the chest; and if in the upright position, to the lower 
portion of the chest, ete. 

Mobility of the Effusion. Contrary to the usual teaching, the 
effusion in pleurisy does not have the hydrostatic properties of 
fluid within a free non-encapsulated space. Fluoroscopie and 
skiagraphic examination of the above cases confirmed the work of 
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others who have demonstrated by physical findings that these 
pleural exudates are slightly, if at all, mobile. Many of the exu- 
dates occupying the lower half of the upright chest (Fig. 3) re- 


Fic. 7.—Positive skiagram—shadows light instead of dark as in negative. Skiagran f 
right-sided pleurisy with effusion. Vertical position of fluid enveloping the lateral aspect of the 
lung extending nearer the median line posteriorly than anteriorly: A, shadow produced by two 
thicknesses of fluid; B, posterior shadow produced one thickness of fiuid posteriorly: C, D, line 
described in Fig. 6; Z, heart shadow 


mained in this position when the patient was turned in the lateral 
or dorsal position for Réntgenological examination. In all of the 
‘ases in which the fluid occupied a vertical position in the pleura 
of the upright chest (Figs. 5 and 7) the shadow was absolutely 


te. 


| | 
q 
i ‘al 


846 ENGELBACH, CARMAN: SEROFIBRINOUS PLEURITIS 


unchanged when the patient was placed in the lateral or dorsal 
position during 2-ray examination. This was also true of those cases 
in which the fluid shadow occupied a more or less oblique position 
in the chest. These locations of more or less immobilized exudates 
can only be explained by the formation of adhesions encapsulating 
the fluid within certain definite limits. This is an important diag- 


Fic. 8.— Diagrammatic illustration (lateral view) of a left-sided pleurisy with effusion, having 
a vertical column of exudate located in the posterior portion of the upright chest. Note the ab- 
sence of encroachment upon Traube's space and the other contiguous organs with the exception 
of the spleen, which is displaced downward. 


nostic fact, as it helps to differentiate the kind of fluid present within 
the pleura. For example, nearly all other fluids except purulent, 
hemorrhagic, etc., are freely mobile. The fluid, either transudate 
or exudate, having the greatest mobility is that associated with 
free air in the pleural cavity. A pneumohydrothorax is the most 
classic example of this variety. Next in order of mobility to a 
pneumohydrothorax is the transudate of a hydrothorax. The 
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| 
fluid of a chylothorax (Figs. 9 and 10) is slightly less mobile than 
that of a hydrothorax, due probably to-the character of the fluid t 


and not to the condition of the pleura. The chyle, containing a 


— 
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Fic. 9.—Skiagram of chylothorax. (Courtesy of Dr. L. Sale.) Patient in upright position: 


A, fluid shadow (note the upper line, which is nearly horizontal); B, heart and vessel shadow 


larger amount of fat, has a greater viscosity than the serous exudate 
of a hydrothorax. In those pleurisies from which the fluid has been 
partially withdrawn (Fig. 11), the exudate becomes hydrostatic 
within its limiting capsule. For instance, in a number of the above 
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cases after a portion of the effusion was aspirated, the remaining 
fluid in the pleura was mobile within the limits of the fluid shadow 
cast before paracentesis. In none of the cases after partial with- 
drawal did a change of position of the patient affect the lung shadow. 
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Fig. 10.—Positive skiagram—shadows light instead of dark as in negative. (Courtesy of 
Dr. L. Sale.) Patient in the horizontal position. Note that the effusion fills the entire right half 
of the chest, A, A, and that it is less dense than in Fig. 9, owing to the decreased thickness of the 
These two figures, 9 and 10, illustrate the mobility of the fluid 


same, due to changed position. 
with changed positions of the patient. 


Displacement of Organs. A study of the location and mobility 
of the effusions as has been described above, will explain why all 
pleurisies with effusions do not cause displacement of organs. This 
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does take place in those cases in which there is a large exudate in 
the lower half of the chest, but it is absent in the other cases. This 
can be seen from a study of the illustrations (Figs. 5, 7, and 8), 
which demonstrate an absence of marked displacement of the 


Fig. 11.—-Skiagram of right-sided pleurisy with effusion; vertical position of fluid enveloping 


lateral aspect of lung, in which a portion of the exudate has been removed by aspiration: A, 
fluid shadow; B, posterior line of adhesions; C, anterior line of adhesions; D, heart and blood- 


vessels 


mediastinum, heart, diaphragm, and other organs. X-ray exam- 
inations have also demonstrated that in large effusions filling one- 
half of the chest, there is more displacement of the mediastinum 
at the centre than at its upper or lower portion. This fact com- 
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bined with the more or less vertical positions of the fluid explains 
the absence of Grocco’s sign in all those pleurisies with the excep- 
tion of the ones occupying the lower portion of the upright chest. 
The displacement of the heart when present is shown by fluoroscopy 
to be practically that of a displaced heart in its normal axis. 


VISCERAL PLEURISY. 


Interlobular pleurisy occurs most frequently between the upper 
and lower lobes of the right lung. This is due probably to the fact 
that the majority of cases are due to tuberculosis which has a pre- 
dilection for the upper lobes. A tuberculous lesion of this lobe 


— 
Fic. 12.—Skiagram of interlobular (serous) pleurisy: A, fluid shadow of exudate between 
upper and middle lobe of right lung; B, heart and vessel shadow. 


extending to the interlobular fissure causes a collection of fluid 
between the lobes which may or may not reach the thoracic wall. 
These exudates are very difficult to diagnosticate without the aid 
of an x-ray examination. On the other hand, the diagnosis is com- 
paratively simple with this aid. In this series of cases there were 2 
which gave identically the same skiagraph, as is shown in Fig. 12. 
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In one of the cases the diagnosis of tuberculosis of the upper lobe was 
made; in the other, a positive diagnosis could not be made on ac- 
count of the indefinite physical findings. Both cases showed by the 
skiagraphic and fluoroscopic examination a definite collection of 
fluid between the upper and middle lobes of the right lung, which 
was proved by puncture and other clinical evidence to be non- 
purulent in character. In these cases paracentesis performed before 
the fluoroscopic screen is of value in directing the needle into the 
effusion. 

Phrenic Pleurisy. The diagnosis of diaphragmatic and sub- 
phrenic collections of fluid has been greatly facilitated by the z-ray 
examination. In all subphrenic conditions, the majority of which 
are associated with the collection of an exudate below the dia- 
phragm, the diaphragm is projected upward into the thoracic cavity 
beyond its normal limits. If this projection is extensive, the con- 
dition may be recognized by physical examination, but these 
findings are rarely sufficient upon which to advise radical treat- 
ment. On fluoroscopic examination the presence of an immobile 
diaphragm of normal contour and curve projected above its nor- 
mal position in the thorax is pathognomic of a subphrenic collection 
of fluid. Diaphragmatic pleurisy, or a pleurisy between the lower 
lobe and diaphragm, should be suspected in those cases which pro- 
duce a fluid shadow in the inferior portion of the chest, obliterating 
the normal curve and movement of the diaphragm, but not extend- 
ing to the chest wall. 

Conciusions. 1. The location of the fluid in serofibrinous 
pleurisy is variable. In a great majority of the cases it is more 
or less in the vertical position in the upright chest. The location is 
probably dependent upon the most constant position assumed by 
the patient during the acute stage of the disease. Adhesions form- 
ing at this time encapsulate the effusion, fixing it permanently in 
this portion of the chest. 

2. The encapsulation of serofibrinous effusion in different posi- 
tions of the pleura will explain the discrepancy of the physical 
findings with relation to the displacement of organs, Grocco’s 
sign, obliteration of Traube’s space, mobility with change of posi- 
tion of the chest, and other confusing physical findings. 
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THE MEIOSTAGMINE REACTION: A CRITICAL REVIEW OF 
THE LITERATURE, AND A PERSONAL EXPERIENCE 
WITH THE METHOD. 


By E. P. Bernstern, M.D., 


ASSOCIATE IN CLINICAL PATHOLOGY, MT. SINAI HOSPITAL; PATHOLOGIST TO LEBANON HOSPITAL, 
AND 
Irvine Srwons, M.D., 


FORMER PATHOLOGICAL INTERNE, MT. SINAI HOSPITAL, NEW YORK 


(From the Pathological Laboratory of Mt. Sinai Hospital, New York.) 


A LABORATORY reaction for the diagnosis of malignant disease 
has been a long-felt want. The subject has interested many workers 
and numerous different procedures have been elaborated with 
this end in view. Among these the isohemolytic index has found 
much favor and is said to give fairly constant results in a large 
percentage of sera derived from cancer subjects. The glycyltrypto- 
phan reaction for gastric carcinoma is another test upon which 
a large amount of experimentation is being done. 

During the last year certain Italian workers, notably, Ascoli 
and his pupils, have presented a serological reaction based upon 
certain principles laid down by Ehrlich and also upon some laws 
of physical chemistry, by means of which they seem able to identify 
antibodies in the serum of the individual tested, when a specific 
antigen is employed. 

Their procedure consists roughly of extracting the essential 
principles of the antigen, specific organism or diseased tissue 
being used, as the case may be, and adding this extract to the 
serum of the patient to be tested. The surface tension of the 
mixture is then ascertained. This is measured by the number 
of drops contained in a certain amount of the fluid, estimated with 
an instrument of precision, known as the stalagmometer of Traube.* 

The mixture is then allowed to incubate at body temperature, 
and at the end of a definite time the surface tension is again esti- 
mated. Should the surface tension be decreased, the number 
of drops in the same amount of fluid will be increased, that is, 
the drops have become smaller. In other words, a chemophysical 
reaction will have occurred. 


* The stalagmometer of Traube is merely a very finely and elaborately graduated pipette 
containing a central bulbous reservoir so as to increase its total capacity to about 8¢.c. The 
lower, or dropping end of the instrument narrows down to a capillary bore which ends in a 
flattened ground base about 7 mm. in diameter, on which the solution to be tested accumulates 
until the drop finally falls, thus insuring uniformity in the size of the drops. The instrument 
is so graduated that a fraction of a drop can be estimated, and is calibrated so as to contain, 
when full, a definite number of drops of distilled water at 15°C. The stalagmometer of 
Traube can be bought from Fritz Kohler, of Leipsic, or C. Gerhardt, of Bonn 
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Ascoli claims that if an antigen is incubated with a serum con- 
taining specific antibodies this lowering of surface tension will 
almost always occur, whereas in the absence of a specific antibody 
the surface tension remains unchanged. He refers to this phenome- 
non as the meiostagmine reaction (meton, small, and stasso, drop), 
because of the fact that the drops have become smaller. He does 
not attempt to explain the reaction, but claims for it a high degree 
of specificity. He refers to the specific body in the serum as meio- 
stagmine. Meiostagmine is evidently a body of the first order. 
It does not need to be activated by another body, as, for example, 
a complement, although the presence of a complement does not 
interfere with it. It is not very thermolabile, since it can be heated 
as high as 56° C. without destroying its activity. The specific 
bodies in the antigen seem to be lipoids; they are extractable with 
methyl] alcohol and with ether. Nothing more than this is known. 

Meiostagmines, according to Ascoli and his pupils, occur in 
the blood in many diseases. They are present when the body 
has harbored certain bacteria, such as the typhoid or tubercle 
bacillus. In the case of the typhoid bacillus their presence is of 
greater diagnostic worth than that of the agglutinins which form 
the basis of the Widal reaction, for not only do they make the 
the diagnosis of typhoid fever certain, but the meiostagmines 
show no group tendencies, as is true with the agglutinins. Thus, 
by employing specific antigens of the Eberth bacillus and the 
Bacillus paratyphosus A or B, these diseases can be clearly differ- 
entiated. 

In the case of patients infected with the tubercle bacillus, their 
presence and identification make the diagnosis certain and easy. 
Experimentally, laboratory animals were infected with human, 
bovine, and avian types of this bacillus, and in a very few days 
the presence of human, bovine, and avian tubercle meiostagmines 
could be made out by the presentation of their respective antigens. 
Accordingly, this is claimed to be a most accurate way of identifica- 
tion of the various types of the tubercle bacillus. 

Following along these same lines, specific meiostagmines were 
identified in the serum of animals immunized against various 
substances, such as Witte’s peptone, horse serum, ete. 

In the case of syphilis, the diagnosis is even more accurate than 
that hitherto obtained by various complement fixation and devia- 
tion tests, such as the Wassermann test, inasmuch as cases of 
lepra that reacted positively to Wassermann’s syphilis test were 
negative when tested for syphilitic meiostagmines. 

Cases of ankylostomiasis and echinococcus showed positive 
results against their antigens. 

In the case of patients suffering from malignant new growths, 
such as sarcoma or carcinoma, brilliant results were obtained 
in the identification of specific meiostagmines. In these cases 


Z 


Pell 

= 
Ti 


854 BERNSTEIN, SIMONS: THE MEIOSTAGMINE REACTION 


the investigators were unable to separate carcinomatous from 
sarcomatous meiostagmines, the serum reacting interchangeably 
with antigen made of either type of malignant neoplasm. Benign 
growths, such as fibroma and lipoma, gave negative results against 
malignant tumor antigens. 

Lastly, exudates formed in the pleural, peritoneal, and _peri- 
cardial cavities in tuberculous and malignant disease when tested 
against their corresponding antigens gave positive results, the 
blood serum of the same patients showing no discrepancies in a 
parallel series of experiments. 

These remarkable results show that the reaction has a wide 
scope of usefulness, inasmuch as it is of service in the diagnosis 
of many conditions, in some of which the etiological factor is 
known, in others of which we are at present only upon the threshold 
of a knowledge of the pathology, as in the case of malignant disease. 

This much we will say in a general way as to the rationale and 
scope of the meiostagmine reaction as presented by Ascoli and 
his pupils before proceeding to a more detailed analysis of the 
work reported by them during the last year. 

On January 11, 1910, Ascoli’s! first article on the meiostagmine 
reaction appeared. He reported a series of experiments in which 
he tested the sera of typhoid patients against an antigen derived 
from typhoid bacilli and obtained diagnostic results. His tech- 
nique was as follows: (a) 1 c.c. of serum was obtained in the 
usual manner, and without inactivation, diluted with 9 volumes 
of 0.85 per cent. sodium chloride solution. (6) The antigen was 
prepared after the method of Neisser and Shiga,? which was as 
follows: Typhoid bacilli were grown at 37° C. on agar for twenty- 
four hours, scraped off and emulsified thoroughly in normal saline. 
This emulsion was then heated in a water bath, kept between 
55° and 60° C., for one hour. The emulsion was then reincu- 
bated for twenty-four hours at 37° C., and shaken several times 
during this period. It was then filtered through a Berkefeld 
porcelain filter and the filtrate used as antigen. Various dilutions 
of antigens were tested, ranging between 1 to 100 and 1 to 100,000, 
normal saline being used as diluent. (c) Method of mixing: 9 c.c. 
of diluted serum was added to 1 e.c. of the various dilutions of 
antigen and incubated at 37° C. for two hours. (d) Method of 
counting: The number of drops contained in a definite amount 
of this mixture was ascertained by means of Traube’s’ stalag- 
mometer before and after incubation, the latter counting being 
done after the fluid had regained room temperature. 

His results showed that when serum and 1 per cent. antigen were 
employed as above described there was an increase of 3.2 drops 
after incubation as compared with the count before incubation, 
providing a specific serum and antigen had been employed. Greater 
dilutions of antigen gave less than 2 drops’ increase, while sodium 
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chloride as antigen gave only 1 drop difference. A control with 
normal serum and typhoid extract gave an increase up to 1 drop. 

He concludes from the above that a difference of 2 or more 
drops warrants a diagnosis of typhoid fever. 

In attempting to arrive at a conclusion as to the nature of the 
specific endobody in the typhoid bacillus that was playing an 
active role in the reaction, he tried variously modified antigens 
and found: (1) That the reaction occurred with an alcoholic 
extract of the evaporated filtrate of the Neisser-Shiga emulsion. 
(2) He now added alcohol to the Neisser-Shiga salt solution antigen, 
and a precipitate occurred. This was filtered and the filtrate 
saved. The precipitate was extracted in alcohol and the extract 
massed with the above-mentioned filtrate. This combination 
was also active as antigen, but was not as potent as the first. (3) 
A watery extract of the precipitate mentioned in No. 2 was not 
potent as antigen. 

The next contribution to the subject of the meiostagmine reaction 
appeared later during the same month by Izar,‘ a co-worker of 
Ascoli, and discussed the reaction in syphilis. Following Ascoli’s 
technique, he used an extract of 5 grams of dried powdered syphilitic 
fetal spleen in 50 c.c. of absolute alcohol. This was stirred thor- 
oughly and put into the thermostat for two hours and shaken 
repeatedly. It was then filtered and the filtrate concentrated to 
10 c.c. and diluted as required. Sera were diluted 1 to 20 to 1 to 
200, and 9 c.c. was used. Antigen was diluted 1 to 25 to 1 to 100,000, 
and 1 c.c. was used. It seems immaterial to the end result which 
strength antigen is used. 

His known syphilitic cases gave 2 to 5 drops increase after 
incubation, whereas the same sera without antigen never showed 
more than 1 drop increase. Non-syphilitic cases were negative 
with syphilitic antigen. Two lepra cases with positive Wasser- 
mann reactions were negative with this reaction, using syphilitic 
antigen. 

In studying the various organs that would give an antigen 
for this reaction, he found that alcoholic extract of guinea-pig 
heart (Landsteiner), alcoholic extract of normal human liver, 
and artificial extract of Sachs-Bordoni, all gave negative results, 
and that alcoholic extract of syphilitic liver gave positive results. 

During the next month there appeared a contribution by Ascoli 
and Izar' on the meiostagmine reaction in cases of malignant 
tumors. The antigen used was prepared from rat sarcoma. The 
tumor was cut up finely and rubbed to a mushy consistency, 
extracted with 95 per cent. alcohol at 37° C. for twenty-four hours. 
The alcohol was then decanted and the process of extraction 
repeated twice more. The sediment was dried at 50° C. and 
extracted with warm ether three or four times in twenty-four 
hours. The ether was decanted and the sediment again extracted, 
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with alcohol, until the fluid was colorless. All the decants were 
then massed and dried at 50° C. From the residue a saturated 
ether extract was made. 

Before using it the antigen was diluted 1 to 10 to 1 to 500 with 
0.85 per cent. saline solution. Sera to be tested were diluted 
1 to 20 

The serum of rats with sarcoma gave 4} to 8 drops increase, 
whereas normal rat serum gave at most 15 drops increase. In 
62 cases of malignant newgrowth he obtained 58 positive reactions. 
Of 48 controls, all were negative. With an antigen derived from 
human carcinoma he found an increase of from 4 to 8 drops, but 
had to use antigen in dilutions of 1 to 10,000, as lower dilutions, 
strange to say, gave positive reactions with normal sera. The 
number of cases thus tested is not mentioned. 

The next publication appeared March 12, 1910, by Izar and 
Usuelli.£ This is a more extensive article, dealing with many 
points of laboratory technique which he considers necessary in 
order to obtain results. He makes the following statements: 
(1) The serum of the patient should be diluted with 0.85 per cent. 
salt solution. (2) First count the diluted serum alone, then add 
the antigen and incubate for two hours at 37° C. or for one hour 
at 50° C. (3) Remove and count the mixture, but only after it 
has been thoroughly cooled to room temperature. (4) It is impera- 
tive to determine the proper strength of antigen. (5) Antigen 
dilutions should be thoroughly emulsified. This is best done 
by placing the spirituous antigen in a tube and then adding the 
diluent all at once and shaking. (6) An increase of 2 or more 
drops is a positive reaction. (7) Sera may be kept a long time 
(not indefinitely however) in a cool place without much deteriora- 
tion. (8) Alcoholic extract of guinea-pig heart and normal human 
liver, declared in a previous article to be worthless as a syphilitic 
antigen, he has found to be available. (9) Human sera of malig- 
nant disease and of mice and rats infected with carcinoma and 
sarcoma were tested against all three varieties of antigen (human 
malignant tumor, rodent carcinoma, and rodent sarcoma antigens), 
and found to react with all, but better when the homologous 
antigen was used. 

In cases tested he obtained the following results: Ninety cases 
of syphilis gave 67 positive reactions; 18 cases of doubtful syphilis 
gave 8 positive reactions; 104 cases not infected with syphilis gave 
only 2 positive results against syphilitic antigen. 

The next publication was by Izar,’ in which he discussed the 
reaction in typhoid, tuberculosis, echinococcus disease and ankylo- 
stomiasis. Here a slight variation from the serum technique 
is mentioned, 15 to 20 drops of blood in distilled water being 
used instead of serum. ‘The incubation period is also modified, 
leaving it to the discretion of the experimenter whether he shall 
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incubate for two hours at 37° C., or one hour at 50° C., or two 
hours between 30° and 50° C., in the last case replacing the fluid 
evaporated with distilled water. Stock antigen, he says, can be 
kept long periods of time, but not indefinitely. Diluted antigen, 
however, will last hardly forty-eight hours. 

In testing tuberculous cases, he found that of 40 cases of 
advanced tuberculosis, 39 were positive, whereas the controls 
were universally negative. In typhoid fever cases, 9 cases with 
positive Widal reactions, were all positive. In ankylostoma, of 
6 cases, all were positive. In 11 cases of echinococcus disease all 
were positive. 

Shortly after this Ascoli and Izar® reported upon the meiostag- 
mine reaction in sera obtained from animals immunized against 
Witte’s peptone, gelatin, and horse serum, using these substances 
respectively as antigens, and found the reactions of their sera 
positive and specific. 

About the same time D’Este® reported from the surgical clinic 
of Professor Pausini, at Pavia, on the meiostagmine reaction in 
surgical conditions. In 15 cases of surgical tuberculosis where 
the diagnosis was controlled by operation his tests showed 1 to 
25 drops increase. In 4 cases of pulmonary tuberculosis, all of 
which showed tubercle bacilli in the sputum, he obtained 1,’ to 
3 drops increase. In testing 11 normal sera against tubercle 
bacillus antigen, he obtained not more than 1;',; drops increase. 

In working with the sera of cases of malignant disease he found 
that in 12 cases (11 of which were operated upon) he obtained 
1 to 3 drops increase. In 10 non-malignant neoplasms (8 of which 
were operated upon) he obtained negative results in all against 
malignant tumor antigen. 

On May 24, 1910, Micheli and Cattoretti," pupils of Ascoli, 
added the following data to the reports of the meiostagmine reac- 
tion: (1) The active elements of tumors employed in the reaction 
as antigen are lipoids and are thermolabile. (2) Not every specimen 
of malignant tumor will give extractile bodies that can be used 
as reagents. (3) Every antigen should be titrated so that one would 
be using the weakest solution that would produce 1 to 1} drops 
increase against a normal serum. (4) Antigen in stronger con- 
centration than the above is meiostagmine positive with normal 
sera. (5) The active elements in the sera of tumor cases are 
different from all other previously known antibodies in that they 
are relatively thermostabile and have a peculiar reaction to ether 
as a reagent. 

Two months later, Verson, of Turin University, reported on 
a series of cases, verifying some of Ascoli’s results, though not hav- 
ing quite as high a percentage of positive findings. Ten of 18 
malignant tumors gave positive tests; 6 non-malignant cases were 
negative. 
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In testing sera derived from 3 cases of malignant disease against 
an antigen made from colloid goitre, he obtained a positive meio- 
stagmine reaction in all 3 cases, whereas, of 2 goitre patients, only 
1 gave a positive reaction. Normal sera were negative against 
this antigen. Extract of tuberculous lymph nodes was not satis- 
factory as anitgen against tuberculous cases. 

In August, 1910, Stabilini, from Pansini’s clinic, working 
along the same lines as D’Este, reports: In 32 cases of malignant 
tumors, 10 of which had only clinical diagnoses, he found 2-, 
to 3 drops increase. One case of carcinoma mamme gave 7 drops 
increase, while 1 case of carcinoma ventriculi, proved micro- 
scopically, gave an increase of but ;’; drop. One case clinically 
diagnosticated as sarcoma of the thigh had only 1,4; drops in- 
crease. In 27 cases of non-malignant tumors and other conditions 
the results never showed an increase of more than 1,;); drops. 
He considers 15 to 2 drops increase as only suspicious. 

At the same time, Gasharrini,'* a pupil of Izar, studied the reac- 
tion in experimental tuberculosis and found that the sera of rabbits 
and guinea-pigs infected with human, bovine, and avian types 
of tubercle bacilli were meiostagmine positive against their homolo- 
gous antigens only. The sera gave positive reactions four to five 
days after injection. He considers the test accurate enough to 
be used in differentiating the various types of tubercle bacilli. 

Vigano,’* a pupil of Ascoli, reported on the reaction in 6 typhoid 
cases. He obtained positive reactions in all with typhoid antigen, 
but negative readings with paratyphoid A and B antigens. 

Gasharrini,"” from Ascoli’s laboratory, reported upon results 
obtained in testing various serous exudates for meiostagmines. 
In all, 25 fluids were tested: 4 pleural tuberculosis fluids and 2 
peritoneal tuberculosis fluids were positive with tubercle antigen; 
4 pleural exudates, 3 peritoneal exudates, 1 hydrothorax, 1 peri- 
toneal transudate, and 1 pericardial fluid, all from cases of malig- 
nant disease, gave positive reactions against malignant tumor 
antigen; 5 idiopathic pleurisies not proved to be tuberculous were 
negative against tubercle antigen, while 4 exudates from non- 
malignant cases were negative against tumor antigen. In tests 
made upon the blood of all but 4 of the 25 cases, no discrepancies 
occurred when compared with the results upon the exudates. 

The above historical review covers ten months, during which 
time the results reported were universally satisfactory. At this 
point, in an article published October 11, 1910, Ascoli and Izar'® 
advocate certain changes in the technique of the reaction. They 
advocate a change in the preparation of antigen, which is indeed 
much simpler than that previously employed. They cut the 
tumor into fine pieces, dry in vacuo, pulverize the tumor, and 
treat 0.5 gram of the powder with 25 c.c. of methyl alcohol, at 
50° C., in a closed vessel, for twenty-four hours, shaking from 
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time to time. Filter warm, allow the filtrate to cool, and then 
filter again (Schleicher and Schull 590 filter paper). Titrate. 
The titer, they say, lies mostly between 1 to 100 and 1 to 200, that 
is, 1 ¢.c. of a 1 to 100 or 1 to 200 watery emulsion of this methy] 
alcohol antigen should be used to 9 ¢.c. of serum diluted 1 to 20 
with 0.85 per cent. sodium chloride. The antigen should never 
be shaken. Always have a positive and a negative control serum. 
The best positive control is a mildly positive serum. The serum 
to be tested can be preserved with 0.4 per cent. carbolic acid with- 
out interfering with the reaction. In order to make the test they 
proceed as follows: To 9 c.c. of serum diluted 1 to 20 with saline 
is added 1 c.c. of distilled water and counted before and after 
incubating for one hour at 50° C. This is used as a control. To 
9 c.c. of serum diluted 1 to 20 with saline is added 1 ¢.c. of antigen 
emulsion of the desired strength. This is counted only after incuba- 
tion for one hour at 50° C. The fluid after being taken from the 
incubator should be cooled to room temperature very gradually. 
If done hastily the reaction is rendered worthless. 

Izar,’® writing on the properties of tumor lipoids (an experi- 
mental study), states that the sera of rats in which transplantation 
of rat sarcoma had failed were meiostagmine negative. That in 
a guinea-pig in which he had transplanted rat sarcoma, he was 
able to demonstrate a sarcoma meiostagmine as long as the tumor 
remained. As soon as it became completely absorbed the guinea- 
pig became meiostagmine negative. That the injection of rat 
sarcoma antigen into rats or guinea-pigs makes their sera meio- 
stagmine positive. 

A. Ascoli” tested the reaction in the foot and mouth disease 
of cattle, and found 22 of 28 cases positive, whereas, of 36 non- 
infected animals, only 2 gave an increase of more than 1 drop. 

In November, 1910, Micheli and Cattoretti,”! in attempting to 
verify the results of Ascoli, reported: In 27 malignant neoplasms 
the sera were “more or less” meiostagmine positive. In 4 cases 
the sera were distinctly negative. In typhoid their results were 
not in accord with Ascoli’s findings. Sera of typhoid immune 
rabbits gave negative reactions. With syphilitic sera his results 
were positive against syphilitic antigen, but he also obtained 
positive results with tumor sera against syphilitic antigen. A 
great number of tuberculosis cases in his hands gave the reaction 
against tubercle antigen. 

Kelling,” in January, 1911, in testing Ascoli’s method, found 
in 45 cases of malignant growths positive results in but 21 (47 
per cent.), even though he considers an increase of 1} drops as a 
positive reaction. 

During the Thirty-ninth Surgical Congress, held at Berlin in 
March, 1910, at which Ascoli spoke concerning his results, Stuber, 
of Berlin, reported that at Bier’s clinic they were unable to obtain 
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any results with the meiostagmine reaction in undoubted cases 
of malignant growth, even against imported Italian antigen. They 
had had similar negative results with antigen made from native 
animal tumors. 

Other articles appeared during this time, but embodied nothing 
new, and are, therefore, only referred to in the tabulated literature. 

In looking over the entire field covered by these workers, as 
recorded in the above literature, one cannot fail to observe the 
following facts: 

Although the results obtained in the first article were all that 
could be desired, yet a radical change in technique was instituted 
in the reports that followed. 

In the first article the serum antigen mixture was counted 
before and after incubation, while in the articles that followed 
the serum alone was counted, and the antigen having been added, 
the mixture was incubated and again counted. The increase in 
the number of drops ascertained by the difference in these counts 
was used for the diagnosis. We see no logical reason for this change; 
in fact, we consider the original technique only as correct from a 
serological standpoint. 

Further, a discrepancy was noted in the preparation of syphilitic 
antigen. Izart makes the statement that guinea-pig heart and 
normal human liver were worthless as antigen, whereas six weeks 
later he® states positively that they can be used very well as antigen, 
and gives no explanation why he changed his opinion. 

Again, for no apparent reason, the diluent of the antigen is 
changed from normal saline to distilled water, while the diluent 
of the serum remains unchanged. 

Izar* states that syphilitic antigen can be used in any dilution 
from 1 to 25 to 1 to 100,000—rather a remarkably wide range— 
and yet in a subsequent article he® draws special attention to 
the necessity of absolute titration. Again, while ;,3,; acetic acid 
used as a diluent of sera is said by Ascoli’ to increase the activity 
of antigen remarkably (2 to 5 drops), yet strange to say, this desir- 
able modification is not employed in any of his subsequent work. 

Although all the work done seems to point to the absolute 
specificity of the reaction in malignant disease, and in spite of 
the fact that Micheli and Cattoretti" found that not all malignant 
tumors were of value in antigen manufacture, yet Verson™ was 
able to get positive results with colloid goitre antigen against sera 
of malignant disease. 

Aside from these changes in technique, it is a matter of surprise 
to note the apparent lack of interest displayed in medical centres 
other than those of Italy in this simply performed reaction, which 
is of such vast importance clinically. 

While these articles were appearing, we made tests in the patho- 
logical laboratory of Mount Sinai Hospital, introducing, as they 
appeared, the changes in technique brought out by the Italian 
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investigators. We have never attained what we have considered 
to be a positive result. We submit the following protocols. } 
The first tests were made in an attempt to verify the reaction | 


as a diagnostic aid in typhoid fever. As antigen, an extract of 
typhoid bacilli was prepared after the method of Neisser and 
Shiga. The serum was obtained from 4 typhoid suspect cases: 


Agglutination. 
Case I, E. F. Widal negative No blood culture. 
Case II, S. R. Widal positive No blood culture. 
Case III, F. G. Widal positive. Blood culture showed typhoid bacillus 
Case IV, J.P Widal negative. No blood culture 


Technique: Antigen, 1 to 500 dilution in 0.85 per cent. NaCl 
solution, 1 ¢.c. used. Serum, 1 to 10 dilution in 0.85 per cent. 
NaCl solution, 9 ¢.c. used. Incubated at 37° C. for two hours. 


Count before Count after 

incubation. incubation. 
Case I 46 47 
Case II 46 46+ 10 
Case III 46+ 2 46+ 15 ig 
Case IV 46+ 15 47+ 5 : = 
NaCl (control) 47+ 5 48+ 5 ' 


Following this a cross-test was made using a known typhoid 
serum, a known syphilitic serum, a typhoid antigen, and a syphilitic 
antigen. The known typhoid serum was from Case III of the 
previous list. The syphilitic serum gave a strongly positive 
Wassermann reaction. The typhoid antigen was that used in 
the previous experiment. The syphilitic antigen used was the ; 
acetone insoluble fraction obtained from a congenital syphilitic iil 
liver dissolved in methyl alcohol. Of this, 1 ¢.c. of a 1 to 25 dilution 
in normal saline was used. 


Before. After 
Typhoid serum, 1to10,9c.c. | 4845 
1. Typhoid antigen, 1 to 100, 1 
Typhoid serum, 1 to 10, 9 c.c 
> 47+: 48+ 
2. Syphilitic antigen, 1 to 25, 1 c.c.} . ki 
Syphilitic serum, 1 to 50,9c.c. 1745 1745 
@ iro 
3. Syphilitic antigen, 1 to 25, 1 c.c 
Syphilitic serum, 1 to 50, 9 c.c. 17 4645 
4. Typhoid antigen, 1 to 100, 1 c.c.) 7 x 
5. NaCl, 0.85 per cent., 10 c.c. 45+ 5 46+ 5 


The Reaction in Malignant Tumors. The antigen used was pre- 
pared according to the method set forth by Ascoli and Izar.2. The 
material used consisted of: (1) A round-celled sarcoma of the foot, : 
diagnosticated microscopically. This will be referred to as “ Antigen 
Sarcoma A.” (2) A carcinoma of the breast, diagnosticated ; 
microscopically, This will be referred to as “ Antigen Carcinoma B.” 
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The sera used were obtained from the following patients: 

Case I.—L. R. Clinical diagnosis was sarcoma of femur. 
Autopsy showed an embolic aneurysm of the femoral artery with 
malignant endocarditis. 

Case II.—A. S. Clinical diagnosis was carcinoma ventriculi, 
with liver metastases. 

Case III.—I. K. Clinical diagnosis was carcinoma ventriculi. 
Exploratory laparotomy, which showed a large inoperable tumor 
of the stomach. 

Case IV.—S. 5S. Neoplasm of lung. Fluid withdrawn from 
chest showed sarcoma cells. Patient developed spinal metastases. 

These sera were tested against both Sarcoma A and Carcinoma 
B antigen, with the following results, the serum being diluted 
1 to 20 and the antigen 1 to 500. 


SarcoMA ANTIGEN A 


Before. After. 
Case I ‘ 53 53+ 3 
Case II. 53+ 4 544+ 5 
Case III 53+ 6 
53+ 2 544-5 

CarcinoMA ANTIGEN B, 

Before. After 
Case I 53+ 16 53+ 4 
CaseelII ... 53 + 12 54+4 
« 53+ 5 54+ 1 


Thus far no positive results were obtained in dilutions of antigen 
as recommended by Ascoli and his pupils, and inasmuch as the 
serum dilution 1 to 20 was a constant factor in all the experiments 
reported, we were forced to turn our attention to the antigen as 
the possible source of error. Granted that the preparation of the 
antigen was strictly according to the directions laid down, it be- 
came then only a question as to what strength one should exhibit 
in order to obtain satisfactory results. 

Our next experiment was made to determine whether Sarcoma 
A antigen if properly diluted would react to the serum of a known 
sarcoma case. The serum used was from a case of round- and 
spindle-celled sarcoma of the femur, proved microscopically. 


Antigen, 1 c.c. in Before After 
dilution of incubation. incubation, 
1 to 10 55 + 5 57 
1 to 50 53 + 8 54+ 4 
" ° 1 to 100 52 +16 53 + 16 
Serum, ce, diluted, 1 to 20 1 to 250 52+ 8 53 +12 
1 to 500 53 + 7 53 + 8 
NaCl control 62+ 9 53 + 8 
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Incubated in water bath two hours at 37°C. Receptacles being 
covered to prevent evaporation. 

Similarly to the above, Carcinoma B antigen was tested against 
the serum obtained from a patient suffering from carcinoma of 
the rectum, recurrent after operation, and proved microscopically 
to be an adenocarcinoma with involvement of the lymph nodes. 


Antigen, 1 c.c. in Before After 
dilution of incubation. incubation. 
lto 10 54+ 8 55 
lto 50 52 +18 53 + 3 
‘ 1 to 100 53 + 2 53 
erum, 9 c.c. diluted, 1 to 20 1 to 250 52 +10 54 
1 to 500 53 + 3 52 +18 
NaCl control 562+ 8 54 +12 


Having obtained no results with these antigens, other antigens 
were made. 

Antigen Carcinoma C was obtained from a carcinoma mamme 
medullare, and tested against the serum of a patient suffering 
from a carcinoma of the gall-bladder. The gall-bladder was only 
partially removed at the time of operation and the diagnosis 
substantiated microscopically. 


Antigen, 1 c.c. in Before After 

dilution of incubation incubation 

lto 10 51 +13 52+ 8 

lto 50 51 +12 51 +14 

1 to 100 51 +12 2 16 

Serum, 9 c.c. diluted, 1 to 20 1 to 250 51+ 7 52 +18 
1 to 500 51+ 5 53 + 3 

NaCl control 51 +10 52 +13 


The next antigen was made from rat sarcoma, furnished through 
the kindness of Dr. Richard Weil, and labelled Sarcoma Antigen 
1), and tested against a known case of sarcoma of the femur proved 
microscopically. 


Antigen, 1 c.c. in Before After 
dilution of incubation. incubation 
( lto 10 61 +10 62 +2 
Serum, 9 c.c. diluted, 1 to 20% 1 to 100 51+ 2 52 +2 
‘1 to 500 51 +12 52 


In the meantime Ascoli'® had modified his preparation of antigen, 
and hoping to obtain results with this newer technique of antigen 
preparation, we proceeded with antigens E and F. 

Antigen E was made from a carcinoma proved microscopically, 
and was tested against the serum of a patient clinically suffering 
with a carcinoma of the esophagus. 
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. Antigen, 1 ¢.c. in Before After 
dilution of incubation. incubation. 

lto 10 60 +10 63 + 16 
lto 50 53 +10 54 

: 1 to 100 52 +11 53 + 10 

Serum, 9 c.c. diluted, 1 to 20 1 to 250 52 +10 53 + 6 
1 to 500 §2 +15 53 

NaCl control 52+ 5 53 +10 


Incubated for one hour at 50° C. and allowed to cool to room 
temperature for thirty minutes before second count was made. 

The same antigen was tried against the serum of a case of carci- 
noma mamme, with the following results: 


Antigen, 1 c.c. in Before After 
dilution of incubation. incubation. 
lto 10 57 +8 60 
lto 50 52 +5 54 +10 
. 1 to 100 52 54 
Serum, 9 c.c. diluted, 1 to 20 1 to 250 52 +8 53 +14 
1 to 500 52 54 
NaCl control 52 +4 54 +10 


The dilution 1 to 10 might on casual inspection appear to be 
a positive test, but the control forces us to disregard it. 

Antigen F was prepared from a medullary carcinoma mamme, 
according to the new method, and was tested against a case of 
carcinoma ventriculi, diagnosticated clinically and verified by 
exploratory laparotomy. 


Antigen, 1 c¢.c. in Before After 
dilution of incubation. incubation. 
lto 10 67 +17 62 +17 
Serum, 9 c.c. diluted, 1 to 20< 1 to 100 54 52+ 5 
control 51 +14 52 +8 


Incubated at 50° C. for one hour and cooled to room temperature 
before the second count was made. Evaporation prevented. 

The same antigen was tested against an inoperable carcinoma 
of the rectum on whom a colostomy had been done. 


Antigen, 1 c.c. in Before After 
dilution of incubation. incubation. 
lto 10 55 + 3 66 +10 
Serum, 9 c.c. diluted, 1 to 20-< 1 to 100 52 +18 52+ 5 
NaCl control 52 52 


In the last few protocols the use of a strong antigen dilu- 
tion seems to give marked differences before and after incuba- 
tion, but these are to be disregarded, since all investigators agree 
that antigen when used in dilution less than 1 to 50 gives unreliable 
results and may react strongly positive with normal sera. From 
a study of the above tables we must conclude that the meio- 
stagmine reaction in our hands has not proved satisfactory as a 
diagnostic aid. 
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THE TREATMENT OF BRONCHIAL ASTHMA. 


By Isaac Ivan Lemann, M.D., 


ASSISTANT PROFESSOR OF CLINICAL MEDICINE, TULANE UNIVERSITY OF LOUISIANA 


(From the Out-patient Department of Touro Infirmary 


Ir is not my purpose to enumerate a catalogue of drugs, but to 
review briefly those agents which have seemed of most value in 
a series of cases seen by my colleagues and myself in the Touro 
clinic in the last couple of years. 

In some 7000 patients we have seen 31 cases of bronchial asthma. 
Of these 31, 8 were white males and 6 white females, a total of 14 
whites; 8 were negro males and 9 negro females, a total of 17 
negroes. As the clinic is very nearly evenly divided between whites 
and negroes (a recent summary showing about 45 per cent. white 
and 55 per cent. negroes) there is no apparent difference in the 
incidence between whites and negroes. The same is true of the 
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comparison between the sexes, for the asthmatics were 16 males and 
15 females respectively, and the clinic attendance again is approxi- 
mately equally divided between males and females. So far, then, 
as our experience goes there is nothing in sex or race that enters 
as a factor into predisposition or causation or calls for consideration 
in discussing causal treatment. 

We may conveniently adopt the usual plan and discuss separately 
the treatment of the attacks and the treatment of the intervals. 
The drug that will give the surest relief in an attack is the drug 
which we should reach for last, namely, morphine. The distress 
of a paroxysm is so great, the relief by morphine so complete and 
so sweet, and the occasion for the use of the hypodermic arises so 
repeatedly, that it is almost certain that we shall create a habit. 
Morphine, therefore, should be a last resort. Much safer, but also 
much less sure, is the action of atropine. Where it is successful its 
effect is probably to be attributed to its antispasmodic influence 
on the terminal nerve endings, causing a relaxation of the contracted 
musculature of the bronchi. In a relatively few cases nitroglycerin, 
by hypodermic, affords relief. These are probably cases where the 
blood pressure is high. Other means of relaxing the bronchial 
spasm have sometimes proved useful in our hands. Some of 
our patients have obtained scant comfort from smoking cigar- 
ettes of stramonium leaves or inhaling the fumes of burning 
stramonium leaves, nitre, etc. Perhaps the most efficacious drug 
next to morphine is adrenalin chloride. Where it succeeds its 
action is nothing short of marvellous. Hardly have the 10 to 15 
drops of the 1 to 1000 solution been given under or into the skin 
when the patient will declare that he is already better. In fact, 
it has been my repeated experience that the relief begins before 
the hypodermic needle can be withdrawn. 

In view of the fact that nitroglycerin and the nitrites are sup- 
posed to relieve asthma by their vasodilator and blood pressure 
reducing effects, while adrenalin is generally accounted a vaso- 
contractor and augmenter of blood pressure, I have been interested 
in observing the blood pressure during asthmatic paroxysms, 
before and after the administration of adrenalin by hypodermic. 
In general, it may be stated that these hypodermics of adrenalin 
have had practically no effect upon the blood pressure. In some 
instances, in fact in most instances, the blood pressure is lowered 
about 5 mm. and returns within a few minutes to its original level. 
This action is the same whether symptomatic relief is obtained or 
not. The blood pressure of asthmatics in paroxysms as observed 
by me was not, asa rule, high; most frequently it was from 100 to 125 
mm. of mercury and in one patient as low as 90 mm. In one patient 
the initial blood pressure was 165, which fell after the hypodermic 
to 148. There was no relief in this case. I give below some of the 
observations: 
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Case I.—No. 6119. C. H., white, male, aged forty-two years. 
11.30 a.m., blood pressure, 105; 11.30 a.m., adrenalin, minims, 10 
(1 to 1000), hypodermically; 11.32 a.m., blood pressure, 98; 11.32 
A.M., much easier; 11.33 a.m., blood pressure, 100; 11.39 a.M., 
blood pressure, 100; 11.43 a.m., blood pressure, 98; 11.48 A.mM., 
blood pressure, 100; 11.56 a.m., blood pressure, 100. 

CasE II.—No. 4620. N. H., colored, male, aged twenty-six 
years. 10.20 a.m., blood pressure, 148; 10.20 a.M., adrenalin, 
minims, 10 (1 to 1000), hypodermically; 10.23 a.m., blood pressure, 
165; 10.26 a.m., blood pressure, 150; 10.28 a.m., blood pressure, 148; 
10.35 a.M., blood pressure, 148, no relief. 

Cask II].—No. 5470. E. J., colored, male, aged twenty-five 
years. 10.25 a.m., blood pressure, 130; 10.25 a.m., adrenalin, 
minims, 15 (1 to 1000), hypodermically; 10.25 a.m., better; 10.26 
A.M., blood pressure, 125; 10.27 a.m., blood pressure, 125, much 
better; 10.29 a.m., blood pressure, 122; 10.31 a.m., blood pressure, 
122; 10.34 a.m., blood pressure, 128; 10.35 a.m., blood pressure, 127; 
10.36 A.M., blood pressure, 130; 10.37 a.m., blood pressure, 130; 
10.39 a.m., blood pressure, 130; 10.40 a.m., blood pressure, 130. 

CasE IV.—No. 5044. L. B., white, male, aged forty vears. 
10.32 a.m., blood pressure, 90; 10.32 a.m., adrenalin, minims, 15 
(1 to 1000), hypodermically; 10.323 a.m., great deal easier; 10.33 
A.M., blood pressure, 90; 10.333 a.M., greatdeal better; 10.35 A.M., 
blood pressure, 90; 10.36 4.m., marked relief; 10.38 a.m., blood 
pressure, 90; 10.41 a.m., blood pressure, 95; 10.48 A.m., blood 
pressure, 93. 

Case V.—No. 6063. F. P., white, male, aged forty-eight vears. 
11.02 a.m., blood pressure, 115; 11.03 a.m., adrenalin, minims, 10 
(1 to 1000), hypodermically; 11.04 a.m., little better; 11.05 a.., 
blood pressure, 110; 11.07 a.m., breathing easier; 11.09 a.m., blood 
pressure, 115; 11.22 a.m., blood pressure, 115. 

CasE VI.—No. 4178. C. B., colored, female, aged twenty- 
eight years. Experiment by Dr. C. L. Eshleman. Ten minutes 
after hypodermic injection of adrenalin, minims, 10, the blood 
pressure went from 125 to 140. Slight, but not marked relief 
from wheezing was obtained. 

I wish to be emphatic, however, in saying that while our results 
have been usually gratifying, still we have not been without our 
failures. 

Another point worthy of notice is that the sibilant and sonorous 
rales were not banished coincidently with the relief of the paroxysm. 
If we assume, as I think is most plausible, that the adrenalin relieves 
the spasmodic contracture of the bronchi, then we cannot attri- 
bute the production of these rales to this bronchial spasm. 

My observations, therefore, are: (1) Blood pressure is not usually 
high in paroxysms of asthma. (2) Blood pressure is not increased 
by adrenalin administered hypodermically in such paroxysms, but 
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tends ratherto be lowered. (3) Adrenalin hypodermically frequently 
relieves the paroxysm, probably by relaxing the bronchial spasm. 

This relief is wonderfully rapid. In many cases it is also lasting, 
and the patients have a rest for longer periods than after being 
relieved by other means. Other patients find it necessary to de- 
mand several such hypodermics in the course of twenty-four hours. 
One patient, J. M. M., white, male, aged fifty-three years, who had 
had asthmatic attacks practically daily for six years, and who 
had tried various inhalants, nitroglycerin and morphine, found the 
greatest relief and comfort from the adrenalin injections. These 
he learned to take himself, and used as many as four or five a day, 
usually at night. If he took the adrenalin in the beginning of the 
attack he was promptly relieved and expectorated large quantities 
of thick mucus. 

It has been objected that the habitual use of adrenalin will 
bring about extreme arteriosclerosis, and experimental work, a 
well as clinical cases with autopsy, have been cited in evidence. ‘To 
this there are two replies: (1) The frequency of the existence of 
arteriosclerosis and bronchial asthma in the same individual makes 
it impossible to say that the arteriosclerosis is due to the adminis- 
tration of adrenalin and not to the usual fundamental cause 
underlying both the asthma and the arveriosclerosis. (2) Even if 
it were granted that the adrenalin is responsible for an aggravation 
of the arterial degeneration still the great relief from misery of 
attacks more than justifies its use. 

Turning now to the treatment of the intervals, we may first take 
up what may in a certain sense be considered causal treatment. 
It has been repeatedly pointed out that asthma is a neurosis which 
has its origin in some point of irritation distant from the bronchi. 
Such “reflex” points are deflected nasal septa, sensitive points near 
the inferior turbinates, disordered stomachs, and, in cases of con- 
stipation, the intestines. It has comparatively rarely been my 
experience to trace the attacks to stomach upsets or to constipa- 
tion; nevertheless, as a possible source of trouble, constipation must 
be avoided and the dietary must be carefully scanned, especially 
at the time of the attacks, in order to discover if possible, any article 
of food which “disagrees.” It is also my routine custom to refer 
all cases of asthma to the rhinologist to determine whether reflex 
points exist in the nose. In all but a very small percentage of 
cases the rhinological report has been negative. 

An important point in a certain number of asthmatics is the co- 
existence of obesity. Practically all asthmatics are emphysematous, 
and when in addition to the increased volume of the lungs there is 
added the unfavorable conditions for the proper excursions of the 
diaphragm produced by deposits of fat in the abdomen and in the 
pendulous abdominal wall, it is easy to understand that the usual 
chronic bronchitis is unfavorably affected and the predisposition 
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to attacks correspondingly increased. In some cases, therefore, 
a suitable reduction cure is indicated. No asthmatic should be 
permitted to grow fat if it can be prevented. 

The sheet anchor in the treatment of bronchial asthma is iodine, 
usually in the form of potassium iodide. The practically unani- 
mous testimony of patients is that under its administration the 
paroxysms grow much less frequent and of less severity. It is not 
necessary to give large doses of the drug, therefore it is usually 
possible to avoid any disturbance of the stomach. A prolonged 
course for several months of 10 to 15 grains of potassium iodide, 
three times daily, should first be given, and therafter these doses 
should be given for periods of ten days, alternating with ten days of 
rest. Another favorite prescrption is to direct that the iodide be 
taken for the first ten days in every month. With either of these 
methods it is possible to keep up a sufficient saturation with iodine 
to bring about excellent therapeutic effects without causing an) 
of the undesirable by-effects of iodism. For this reason, my exper- 
ience with the substitutes for potassium iodide, such as sajodin 
and the like, is extremely limited in the treatment of this disease. 


ASTHMA AND TUBERCULOSIS. ' 


By H. Z. Girrin, M.D., 


PHYSICIAN TO ST. MARY'S HOSPITAL, ROCHESTER, MINNESOTA. 


Ir is commonly known, though not generally remembered 
and applied, that asthma and tuberculosis may co-exist in the 
same patient. The literature upon the subject is unusually scanty. 
The older writers held that the two diseases were antagonistic. 
Briigelmann’ says quite positively that as long as anyone has 
asthma he cannot become tuberculous. 

Hoffmann’ states that a certain reciprocal exclusion has been 
assumed to exist between the two diseases, and this, in general, 
is true. But mistakes in diagnosis will follow if it is applied to 
the specific case. He also states that when asthma and tuber- 
culosis combine each gives up a part of its peculiarities, the 
asthmatic attacks becoming weak and indistinct and passing 
over into indefinite dyspnea, and the tuberculosis degenerating 
into a fibroid phthisis. This is probably not always true, and is 
not borne out by the history of one of the following cases. 


1 Read before the Southern Minnesota Medical Association, Rochester, August 3, 1911 
2 Quoted by Hoffmann. 
3 Nothnagel’s Encyclopedia of Practical Medicine, chapter on The Bronchi, p. 241 
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The only extensive discussion of the subject, however, that I 
have been able to find in the literature is in a paper by Soca.* This 
writer makes the startling assertion that he has become convinced 
from his clinical experience that asthma is always an expression of 
tuberculosis. He confesses his inability to prove this to the satisfac- 
tion of others. Although he cites 700 cases, of which 500 showed 
the association of tuberculosis either in the individual or the family, 
he is in a position to report only 200 fairly well-studied cases, of 
of which number, 70 showed signs which led to a positive clinical 
diagnosis of tuberculosis in the patient himself. The sputum was 
not always examined, and the diagnosis was made chiefly upon 
the history and physical findings. In his experience the tuber- 
culosis followed the asthma in the great majority of the cases. 
Asthma followed tuberculosis in a small number of cases, while 
the two diseases very rarely began simultaneously. This paper 
is not convincing. The conclusions, however, are interesting. 

During the last year (August 1, 1910, to August 1, 1911), we 
have seen in this clinic 82 cases of spasmodic asthma. Of these, 
42 cases have been examined personally by the writer. Three 
of the total number showed positive evidence of tuberculosis and 
are reported as illustrative cases. During the same time 226 cases 
of pulmonary tuberculosis were seen. 

Case I (a56066).—S. T., male, aged thirty-three years. He 
had been coughing and wheezing for two years, with frequent 
attacks of difficult breathing and typical asthmatic-seizures. ‘There 
had been slight loss of weight during the last three months, but 
no complaint of night sweats or fever. 

On examination, the asthmatic type of breathing was present, 
with spasm of the upper abdominal muscles. Dulness, fine crackles, 
and squeaks were found over the right infraclaviculat and supra- 
clavicular regions. Some dulness was also noted over the area 
of the left upper lobe. Snores and squeaks could be heard at 
various places over both lungs. Temperature, 99.5°. The sputum 
was positive for tubercle bacilli; a second examination corroborated 
the first. Upon a-ray examination infiltration of the left upper 
lobe and apex was demonstrated. On the right, an interlobar 
pleurisy between the upper and middle lobes, with infiltration into 
the upper portion of the lower lobe, was clearly shown (Fig. 1). 

CasE II (a56250).—E. L. L., male, aged forty-seven years. 
He had had attacks of cough, shortness of breath, and wheezing 
for fifteen or twenty years. These attacks were at times spasmodic 
in character and very severe, particularly in damp weather. 
They had continued up to the time of examination. There were 
no data to indicate the period at which the tuberculous process 
might have begun. This patient was a large, robust man, who 


1 Arch, Gén. de Méd., Paris, 1906, 83, i, p. 1601 to 1610 
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worked as a farm hand. He had been told repeatedly that he had 
asthma, and, what is most important, had doubtless infected 
many households. 

On examination, expansion was limited over the left chest. 
Inspiration was faint, and expiration blowing over entire left 


Fic. 1 —The upper left lobe shows considerable infiltratiun of tuberculous origin. The right 
chest shows distinctly an interlobar pleurisy between the upper and middle lobes and a diffuse 
tuberculous process in the middle and upper portion of the lower lobe Note the appearance 
and position of the heart; it is elongated and drawn toward the right 


side and the right apex. In addition to whistles and squeaks, 
which were present quite generally over both lungs, fine, sticky 
crackles were heard in many places. The sputum was positive 
for tubercle bacilli. Upon 2-ray examination the entire left chest 
showed an extensive thickening of the pleura, with areas of con- 
solidation scattered throughout. The left apex showed more 
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clearly several consolidated areas. There was also beginning 
consolidation in the right apex (see Fig. 2). 


Fig. 2.—-Shows an extensive thickening of the pleura on the left side from the level of the 
clavicles to the base. Through this increased area of dulness can be seen scattered areas of 
consolidation. In the left apex they are seen more clearly. The right apex shows small areas 
of beginning consolidation and marked thickening of the bronchial tree throughout, with 
numerous enlarged glands. The heart in this case is drawn strongly to the left; no evidence 
of its right border being present to the right of the margin of the spine. 


Case III (a56247).—Mrs. C. L. B., female, aged thirty years. 
For two years she had been having asthmatic attacks beginning 
usually late in the afternoon and continuing until after midnight. 
These attacks were associated at first with a dry, hard cough 
without sputum. A year before the examination, fever and night 
sweats appeared, possibly marking the onset of tuberculosis. 
Sputum obtained at this time was sometimes bloody. The 
asthmatic attacks continued however, as before. Several months 
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previously the patient’s condition had been diagnosticated as 
asthma, but no treatment had been given. Since then the patient’s 
condition had progressed steadily downward. The patient was 
emaciated and pale, and the right lung was badly affected. Dulness, 
many fine crackles, and cog-wheel breathing were quite generally 


Fic. 3.—The upper right lobe is represented by a huge cavity, several cavities being present 
in the middle and lower lobe, these lobes being extensively involved by the tuberculous process 
The upper left lobe is extensively involved and shows cavity formation The lower left lobe 
is also involved to some extent. Note the position of the heart; compare with Fig. 1 and 
note the similarity Contrast it with Fig. 2 where the heart is drawn to the left. 


present. The left lung was involved, similarly, in smaller areas. 
Sputum was positive for tubercle bacilli. X-ray examination 
showed apparent absence of the entire right upper lobe. The 
right middle and lower lobes were extensively involved and showed 
two or three cavities. The left upper lobe was extensively affected 
and invasion of the left lower lobe had begun (see Fig. 3), 
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These 3 cases illustrate the association of asthma with early, 
advanced, and extensive tuberculosis, respectively. The first 
case would seem to indicate that the possibility of the occurrence 
of early tuberculosis with asthma is merely a question of early 
diagnosis, and in this a-ray examination should be of assistance 
in some cases. 

The second patient was a robust, healthy looking, active man, 
in whom tuberculosis would not be suspected ordinarily, and for 
this reason he was unconsciously a most effective carrier of the 
disease. 

The third case would suggest that the tuberculous process need 
not necessarily degenerate into a fibroid phthisis, as Briigelmann- 
and Hoffmann ‘have stated, but may be an acute and rapidly 
advancing disease even though asthma be present. 

In addition to these cases, one patient was observed in whom 
the radiogram showed a basal pleurisy on the right side which 
was probably tuberculous. As positive evidence, however, was 
lacking in this case, it has not been reported in full. 

In the diagnosis of asthma, then, it is essential: (1) To examine 
the sputum carefully and without fail; (2) to avail one’s self of the 
aid of the Réntgen rays, especially if early tuberculosis, on the 
one hand, or fibroid phthisis on the other, be suspected, for in 
these the sputum may be negative; (3) to appreciate that the 
examination of an asthmatic in reality imposes upon the physician 
the duty of carefully excluding tuberculosis. 


PHLEBITIS MIGRANS, WITH REPORT OF A CASE. 


By. W. W. Herrick, M.D., 


CHIEF OF CLINIC IN MEDICINE, VANDERBILT CLINIC; INSTRUCTOR IN MEDICINE, COLLEGE OF 
PHYSICIANS AND SURGEONS, COLUMBIA UNIVERSITY, NEW YORK. 


THE patient was a widow, aged sixty years, of good family 
history. 

The Past History. There had been three normal labors, the last 
of which was followed by a right femoral thrombosis. In 1906 a 
small benign epithelioma appeared on the right leg and has remained 
without further development. For the last eight years there have 
been occasional bowel disturbances, attacks of abdominal discom- 
fort rarely amounting to pain, with diarrhea. Between these there 
is often constipation. A mild osteo-arthritis, involving the small 
joints of the fingers and the formation of a few Heberdens’ nodes, has 
given some annoyance. A test breakfast in October, 1908, showed 
hyperchlorhydria, the free hydrochloric acid being 62; the total acid, 
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104. A Schmidt’s test diet, given in May, 1911, showed the diges- 
tion of proteid, fat, carbohydrate, and nuclei to be normal. 

The Present History. In February, 1909, without obvious cause, 
the patient suffered a phlebitis of the left calf with pain and slight 
fever, the process clearing up within three weeks. On October 1, 
1909, redness and induration, preceded by pain and tenderness, 
appeared around a small group of varicose veins in the upper right 
calf. From this there was complete recovery in a few days. While 
in Europe in June, 1910, more serious attacks began. For ten days, 
beginning June 10, the right leg below and above the knee was in- 
volved. She was confined in bed for twenty-four days from July 
14, with involvement of the right leg and groin, lower abdomen, and 
left groin, accompanied by fever. On August 19, after severe pain 
in the left thigh, a process appeared in this region and lasted twenty 
days. From September 15 the left thigh and knee were involved 
for ten days, during three of which there was fever. An attack 
lasting four days, on two of which the temperature was 99.4°, began 
on October 9, and affected the veins of the left leg below the knee. 

The patient returned from Europe on October 10, 1910, and came 
under my direct observation. At this time there was a clean tongue, 
and a normal temperature. The heart and lungs showed nothing 
abnormal. The arteries were soft; the blood pressure, systolic, 110; 
diastolic, 75; the pulse rate was 84. The dorsalis pedis and posterior 
tibial arteries pulsated. Along a superficial vein below the left 
popliteal space was a small area of redness, tenderness, and indura- 
tion. There was slight edema of the left leg. Phlebitis appeared 
October 18, on the inner aspect of the left leg. Nine days later a 
like process appeared immediately beneath the left Poupart’s 
ligament. On October 28 Dr. J. Gardner Hopkins made a study of 
the blood. The agglutinating and hemolytic properties of the 
patient’s corpuscles and serum were tested and found normal. The 
blood culture showed no growth. 

A group of epigastric veins and a new group on the inner surface 
of the left calf were involved by November 3. Another group below 
the left Poupart’s ligament and a small group over the left tibia were 
affected on November 5 and 13 respectively. On this latter date 
activetreatment,to bedescribed in detail, wasbegun. On December 
20 a process appeared below the right popliteal space; on December 
26 another appeared on the inner aspect of the right calf; and on 
December 28 there were two new “spots,” one on the left leg 
anteriorly six inches below the knee; the other on the right calf. 
The location and sequence of these attacks may best be followed by 
reference to the accompanying figure. 

The treatment during the attacks had been that of the ordinary 
thrombophlebitis until November 13, when the true nature of the 
condition became clear and more successful measures were begun. 
Thorough sweating in an electric light cabinet for forty-five minutes 
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| at 170° F., twice weekly, massage, active and passive movements 


to increase both local and general circulation, and the insistence that 
the condition be ignored by the patient, who was urged to walk, 
drive, attend concerts, ete., resulted in complete disappearance of 
the phlebitis within five weeks. There has been no return, and the 
patient is pursuing her usual life without restrictions. 

Thus, we have for study a case in which, within six and one-half 
months, there were twelve inflammatory processes involving super- 
ficial veins of the lower extremities and epigastrium. Each process 
| was preceded by pain in the affected region, lasting from twenty- 


‘= 


Numbers indicate the order in which the phlebitis involved various portions of the body. 


four to forty-eight hours, this pain not always being localized exactly 
at the site of the new lesion. The lesion itse!f was a superficial, 
red, hot, tender, indurated area, continuous with the small super- 
ficial veins, which were at times more prominent than usual. The 
size of these areas was variable; the usual width being about 
three-quarters of an inch, the length varying from one to four 
inches. Often several branches of a vein were included, so that the 
process radiated from a common centre. The areas were painful 
on movement, and there was also spontaneous pain. About some 
of the processes there was very slight local edema. Infrequently 


| 
| | 
\ 
q 
a 
Au 
\ 
| | 
\= 
| 10 
| 
| 
| 
| 
i 
| | 
5 


HERRICK: PHLEBITIS MIGRANS 877 


the slightest degree of edema of the ankle of the affected extremity 
was observed. Never was there evidence of serious interference 
with the circulation. Of particular interest is the fact that the 
process in a given area cleared up within a space of seven to twenty- 
five days, leaving not the slightest trace of its presence in throm- 
bosis, thickening, or dilatation of the veins, nodulation, edema, or 
pigmentation. The previously affected vessel could after some of 
the attacks be seen, and in all respects resembled the contiguous 
parts of the vein that had not been involved. Systemic symptoms 
were negligible. i never observed fever, although during some of 
the attacks in Europe there was slight elevation of temperature. 
The patient was incapacitated only because of pain on motion, and 
because she had been thoroughly impressed by her Munich and 
Paris physicians with the danger of embolism. 

Prolonged study of this case furnished several impressions 
which proved of value in dealing with the condition. It became 
clear that there was no involvement of the intima of the affected 
veins, that interference with the blood flow in these vessels was 
slight, if it existed at all, and that there was never thrombosis. 
The media, adventitia and perivascular tissues were, therefore, the 
site of the lesion. Swelling of the outer coats of the veins may have 
temporarily diminished their caliber, and thus given rise to the slight 
transient edema occasionally noted. For these reasons the fear of 
embolism, the chief source of anxiety, could be banished. The 
paucity of systemic symptoms, the negative blood culture, the 
absence of any demonstrable portal of entry for microérganisms 
all spoke against an infectious origin. There was no possibility of 
trauma being a cause. One is inclined to believe that the etiology 
lay in some metabolic defect, although such an idea is at best 
speculative. Somewhat in favor of this view was the accompany- 
ing osteoarthritis, a condition supposed by many to be due to 
faulty metabolism. Toxins produced by such defective metabolism 
might well exert their greatest influence upon the veins of the lower 
part of the body where circulation is most sluggish, and where 
frequent varicosity renders them yet more susceptible. One might 
consider that the effect in these cases is exerted largely through the 
vasa vasorum, and less through the intima of the affected vessel. 
As a working basis in treatment such a conception proved satis- 
factory. 

The literature of phlebitis migrans is meager. In 1903 Ernst 
Neisser' reported a case, and collected 6 others from the literature, 
all of syphilitic origin. Schwartz,? in 1905, described two instances 
in tuberculous individuals. Both observers examined the lesions 
microscopically. Neisser found swelling of the outer and middle 


| Deutsch. med. Wochenschr , 1903, xxix, 37, 660 to 663 
2 Virch. Archiv f. path. Anat., 1905, clxxxiil. 178 to 194 
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coats of the vessel from localized cellular infiltration apparently 
starting about the vasa vasorum; young connective tissue and 
plasma cells, lymphocytes, many red blood cells, and newly formed 
bloodvessels making up the new tissue elements. The intima was 
unchanged and there was no thrombosis. Schwartz found much the 
same condition, the infiltration differing in that it was somewhat 
more diffuse than that described by Neisser. 

Bennett’ has called attention to “a condition often mistaken for 
phlebitis,’ which from his description I judge to be phlebitis migrans. 
He emphsizes the uselessness and possible harm of treating these 
as cases of ordinary thrombophlebitis, advising active, passive, and 
resisted movements and massage. Blumer‘ describes this form of 
phlebitis in some detail, remarking that “so far phlebitis migrans 
has only been observed in connection with syphilis and pulmonary 
tuberculosis, but as more instances are reported it will probably be 
shown that it is not invariably associated with these diseases.” 
My own case, in which there was no suggestion of either of these 
diseases, confirms Blumers’ judgment on this point. 

Conciusions. There exists a type of migrating phlebitis of 
toxic origin, the toxin being of either an infectious or metabolic 
nature, in which the process does not involve'the intima; in which 
there is no thrombosis and slight, if any, interference with the 
blood flow in the affected veins, in which there is little or no systemic 
disturbance and which, after a comparatively short interval, heals, 
leaving no sequele. Any of the superficial veins may be involved, 
the order of frequency being the upper extremities, lower extremi- 
ties, thoracic wall, and abdominal wall. Although rare, these cases 
should be recognized, as the treatment differs markedly from that 
of ordinary phlebitis with its danger of embolism. 

My acknowledgements are due Dr. T. C. Janeway, with whom 
many phases of this case were observed. 


CYSTOPYELITIS DUE TO INFECTION BY THE BACILLUS COLI 
COMMUNIS: ITS SYMPTOMATOLOGY AND DIAGNOSIS. 


By Sicmunp WassERMANN, M.D., 


CLEVELAND, OHIO, 


Sucu masters as Lenhartz or F. Mueller openly confessed that 
until as recently as 1907 some important characteristics of colon 
infections of the urinary tract, which we are about to discuss, 
were unknown to them, and asserted that even at the present time 


3 Brit. Med. Jour., 1904, ii, 1553. 
4 Osler’s Modern Medicine, vol. iv, pp. 567-568. 
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this condition is frequently unrecognized. As early as 1887, Clado,! 
in his classic work, referred to finding a rod-like bacillus in the urine 
of patients suffering from urinary symptoms. In 1888 Albarran 
and Hallé described “une bactérie pyogéne” in certain urinary 
infections. Later, Krogius, of Helsingfors,’ reported a motile, 
roddy bacillus in pathological specimens of urine, and was the first 
to conclude that this bacillus and those found by Clado and Albarran 
and Hallé were most probably identical with the Bacillus coli 
communis, which Escherish in 1885 found in the feces of babies. 
In 1893 Renault* published his comprehensive study, “Du bac- 
terium Coli dans l’infection Urinaire,” and only a year later 
Escherich made his first report to the medical society of Styria 
on 7 cases of cystitis in children caused by the Bacillus coli com- 
munis. This was followed in 1896 by the further report of 29 cases 
by his pupil, Trumpp.' These observations gave new impetus to 
the study of similar cases. 

Although Escherich, Trumpp, Finkelstein, and others have 
cleared up the clinical picture of Bacillus coli cystitis and pyelitis, 
the diagnosis is still seldom made, either in infants or in adults. 
This is especially so in the case of the latter, because since this 
condition has been studied almost exclusively by pediatricians, 
we have obtained the impression that the disease is confined to 
children. As will be seen, however, a strikingly similar picture 
may also occur in adults. 

Channels of Infection. There are four routes by which an infec- 
tion of the urinary tract takes place: (1) The ascending, by way of the 
urethra (urogenic); (2) the descending, by way of the blood stream 
(hematogenic); (3) infection by contiguity, as from the rectum or 
any other portion of the large intestine, or directly transperitoneal ; 
(4) through the lymphatic vessels. 

Posner® and his pupils’? proved experimentally the occurrence of 
hematogenic infection. Wrede’s® experimental results in connection 
with the transperitoneal route are more doubtful. Beyond question 
the opinion of Escherich is correct, namely, that the infection in the 
vast majority of cases is ascending (urogenic). This fact also explains 
the prevalence of the condition in females; because the Bacillus 
coli, being a more or less constant inhabitant of the vulvovaginal 
ring, easily migrates under favorable conditions through the short 
female urethra into the bladder. Lenhartz found, out of SO primary 
pyelitis cases, 74 in women. 

The mere presence of the colon bacillus in the urine, without 
any further manifestations, does not mean an active infection, 
The Bacterium coli in some cases seems to thrive in the urinary 


1 Thése de Paris, 1887. 2? La Semaine Médicale, 1888, p. 303 
% Archives de médecine expér. et d'anat. patholog., 1892, tome iv. 

4 Thése de Paris, 1893 5 Miinch. med. Woch., 1896, p. 1009, 
6 Berl. kl.in Woch., August, 1894, 7 Ibid., September, 1900. 
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tract without damaging the immediate soil, giving rise to no symp- 
toms, and producing only bacteriuria or bacilluria. Additional 
factors must come into play to enable the parasite to become 
offensively active. Nevertheless, I doubt if bacteriuria is ever 
entirely harmless. Probably there are transitional stages from 
“simple” bacteriuria to cystitis or cystopyelitis. 

In this connection I believe that a chilled pelvis or abdomen, 
an obstructed and dilated ureter, a ren mobilis, stagnation of urine 
in pregnancy or post partum, and like predisposing factors are by 
no means essential to the production of a urinary infection. Fre- 
quently in hitherto healthy people the first sign of such a condition 
appears acutely, just as does pneumonia, typhoid fever, or any other 
acute infectious process. As in other infectious diseases, the funda- 
mental cause of the form of pyelitis under discussion depends upon 
the powers of resistance of the human body at a given moment to 
the colon bacillus. 

Symptomatology. The presence of the Bacterium coli in the 
urinary tract may cause general or local symptoms, or both. There 
may be an infection of the bladder or upper urinary tract without 
any noteworthy local symptoms, or these may be so slight as to be 
obscured by violent general symptoms, such as high fever, chills, 
general malaise, etc. Sometimes there is present only a slight 
evening fever, with paleness, anorexia, and general lassitude of 
apparently unknown origin, since nothing points to the urinary 
organs. This is the case in adults, while in babies a high or slight 
fever, continuous crying, and vomiting may mask the basic condi- 
tion. Before such cases the physician stands confronted by insur- 
mountable diagnostic obstacles. The lungs are examined time and 
again, the ears appear normal, there is nothing abnormal in the 
throat, nor is there the suspicion of any rash. 

This difficulty in diagnosis was shown in one of my cases. Baby 
k., girl, aged nine months, healthy looking, breast-fed, for a few 
days showed general malaise and restlessness. Suddenly the 
temperature jumped to 104°; the baby appeared seriously sick, 
vomited, and refused the breast. A careful general examination 
did not reveal anything of importance. Although the intestinal 
tract was thoroughly emptied, the temperature remained 104° for 
the next two days, without any further clew as to its cause. While 
examining the baby, micturition set in, and to my surprise the 
urine gushed out like a white thread. Instantly the diagnosis was 
obvious. The microscopic and bacteriological examination of the 
urine confirmed the diagnosis of a colon infection of the urinary 
tract. The condition disappeared within the next week under 
appropriate treatment. 

In children, especially girls, as well as in adults, this form of 
infection may go on for weeks or months after an undiagnosticated 
acute attack has subsided. Young girls in whom such a chronic 
infection exists may suffer from exacerbations of fever several 
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times a year, without any positive local signs. In some cases, 
older children at least, point to the seat of pain, complain of fre- 
quent, painful micturition (cystitis), or show some dysuric symptoms 
combined with pains in the back and right or left flank (pyelitis). 
It is just this irregular, ephemeral fever which puzzles the physi- 
cian. Sometimes the temperature reaches 104°; remains several 
days at this height, and suddenly drops to subnormal. The child 
is afebril for days or weeks, only to suffer a new febrile paroxysm. 
Again the fever curve may closely simulate malaria and many times 
has been mistaken for it (Baginsky). Frequently, however, the fever 
resembles that which we see in septic or pyemic conditions. 

Lenhartz,’ in his important contribution to the study of pyelitis, 
tries to explain these febrile relapses. The relapses which had been 
mentioned by other authors he shows to be due to the transporta- 
tion of the infection from one renal pelvis to the other—bilateral 
pyelitis. But he expressly states that the relapses can be brouglit 
about when the infection is limited to one pelvis by the inflam- 
matory conditions temporarily subsiding only to appear again. 
This is the general rule. It is an interesting fact that some of the 
recurrent febrile attacks in pyelitis occur in connection with the 
menstrual period. A patient may be improving after the first 
attack of pyelitis, and may even have apparently completely 
recovered, but when the next menstrual period occurs it is accom- 
panied by some slight discomfort, as lumbar pains and dysuric 
symptoms. The next menstruation aggravates the condition, and 
marked pain, vomiting, dysuria, and turbid urine appear, due 
clearly to a pyelitic relapse. Then treatment must be renewed. 
The same thing may repeat itself several times during the year, 
weakening the patient extremely. These relapses are to be found 
in postclimacteric women as well, only they do not occur at such 
regular intervals. 

As if to complicate the picture of this enigmatic disease, it must 
be borne in mind that even severe cases of pyelitis may develop 
into and follow an afebrile course. The following of my cases 
illustrates this: Miss P., aged twenty-two years, always healthy. 
At the time she was expecting her menses she was caught in a 
drenching rain, rather lightly clothed. When seen on February §, 
1910, she complained of pain in the lower part of her left chest, 
radiating posteriorly to the left scapula. There was tenderness in 
the left flank. At no time was there any fever. On questioning, the 
patient recalled having had some slight burning sensation during 
micturition for the last few days. The urine, which was highly acid, 
showed pus cells, bacilli, and an enormous amount of almost exclu- 
sively spindle-shaped and caudate cells. This patient later suffered 
several severe relapses, mostly concomitant with her menstrual 
periods. 
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Pain, spontaneous or elicited by palpation, is an important 
symptom, and aids in arriving at the diagnosis, especially in older 
children and adults. The right or left flank is generally sensitive 
to pressure in pyelitis, while there is pain and tenderness in the 
suprapubic region in cystitis. This help, of course, is not to be 
had in babies. Even in children and adults the pain is sometimes 
confusing and is referred to remote places. 

The following case will show how easily one may be misled in a 
diagnosis. Mrs. K., aged fifty-four years, always in perfect health, 
became suddenly ill with fever, vomiting, and anorexia. During the 
following few days she had vague abdominal pains, gagging, and 
gastric symptoms. A presumptive diagnosis of acute gastritis 
was made. The urine analysis, however, was as follows: High 
colored, turbid, strongly acid; albumin positive; microscopically, 
the field was full of pus corpuscles, motile bacteria of a uniform 
roddy type, and a few epithelial cells, but no blood corpuscles 
or casts. It became evident that a pyelitis existed. The course 
of the disease in this case was absolutely typical. 

From November 23 to December 13, 1909, the patient was con- 
fined to bed. She had repeated attacks of vomiting; pains in the 
gastric region, fever, headache, and pain in the right flank. The 
urine was turbid, and contained pus and colon bacilli. This was 
the first pyelitic attack. During the second half of December, and 
January, February, and March she had apparently fully recovered. 
The patient gained in weight, did her regular housework, and con- 
sidered herself in perfect health. 

From March 24 to April 12, 1910, she was again seriously ill, 
with fever, pus in the urine, and a repetition of all the previous 
symptoms. After an apparent recovery, similar attacks recurred 
between May 19 and 25, and between August 13 and September. 
At each attack the urine, upon repeated examination, showed the 
presence of pus and bacilli. A radiographic examination excluded 
the presence of a stone in the kidney, which was highly improbable 
from the analysis of the clinical facts. 

The great mutuality which exists between both kidneys should 
always be remembered. Indeed, the renorenal reflex is rather a 
source of error than a help. 

To one especial feature I wish to briefly call attention. The sud- 
den pain which may occur with an acute attack of pyelitis is mostly 
localized to the lumbar region. It is not of that lancinating, shoot- 
ing down along the ureter type, found in so-called renal colic due 
to a stone in the pelvis of the kidneys. Even with concomitant 
vesical symptoms I have not seen true “colicky” pain in a pyelitis. 
The pain is dull, localized, that is to say, “renal’’ in character. 

Urine. The main, basic point in this often puzzling disease 
is the urine. There is no other sign of equal importance to the 
urinary findings. The discrepancy between a negative physical 
examination and a serious general condition in a given patient 
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should make us think of cystopyelitis, just as we are accustomed 
to think of otitis, and “urine analysis should never be omitted in 
a case of obscure high or often repeated fever, even in infancy” 
(Holt). 

The urine in cystopyelitis due to colon infection is strikingly 
characteristic. The points of importance are the highly acid 
reaction, at times a certain hue due to its color and transparency, 
and a definite cytological and bacteriological picture. To these 
Briscoe” adds that the specific gravity is rather high, higher than 
one would expect from the paleness of the urine. 

As said before, the urine in this form of cystitis and pyelitis is 
always acid, highly so. The markedly acid reaction is characteristic 
of this disease. I have kept such specimen of urine for two weeks 
in open bottles at room temperature, and they still gave a distinctly 
acid reaction. This peculiar phenomenon has attracted the atten- 
tion of scientists, but as vet a satisfactory explanation has not 
been given. 

Pyelitic urines are said to be peculiarly pale, milky in their ap- 
pearance. As a general statement this is wrong. The milky hue, 
this opalescence, is to be found in chronic cases, and then mostly 
during theintermissions. In acute cases, and in chronic cases during 
an acute exacerbation, the color rather deepens, the urine is con- 
centrated, and the output diminished. The urine is simply cloudy, 
more so in cases of cystitis, less in pyelitis. In fact, in an acute 
febrile case a fresh specimen of urine that is cloudy and acid when 
examined at the patient’s bedside means, with rare exceptions, only 
one thing—cystopyelitis. 

The cause of the cloudiness is readily understood from a micro- 
scopic examination of the urinary sediment, which reveals pus 
cells, sometimes the entire microscopic field being full of them. 
They are mainly of the polymorphonuclear type, but some are 
mononuclear leukocytes. Besides, there are present epithelial 
cells of the squamous type, either aggregated in a shingle-like 
manner or solitary, caudate and spindle-shaped ones intermingled. 
Here and there a red corpuscle can be seen. Just as important as 
pus cells is the presence of rod-like, motile bacteria which, mor- 
phologically, as well as by subsequent bacteriological examination, 
are shown to be the Bacillus coli communis, sometimes present 
in pure culture. More rarely other microérganisms, such as the 
streptococci, staphylococci, Bacillus lactis aérogenes," Bacillus 
bifidus Tissier,” are the cause of the inflammatory condition of 
the urinary tract. However, in the vast majority of cases of primary 
cystopyelitis with acid urine the Bacillus coli is the causal factor. 

Casts in pure cases of pyelitis are not present, or can be seen 


1 The Lancet, 1909, ii, 1269. 
| Escherich u. Pfaundler in Kolle-Wassermann’s Handbuch d. path. Mikroorg., vol. ii. 
2 Centralbl. f. Bakt., 1909. 
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only occasionally, in acute and severe pyelitic inflammations. They 
soon disappear from the urine, and the pyelitis takes its ordinary 
course. Abt" is the only one to mention this rapid disappearance of 
casts. He also justly appreciates their pathological significance. 
Their temporary presence can only be explained on the grounds 
that the severe local inflammation of the renal pelvis involves the 
contiguous portions of the kidney proper, giving rise to conditions 
which vary from a simple “febrile” albuminuria to more severe 
parenchymatous and interstitial alterations of toxic and infectious 
origin. 

If casts persist and other morphological kidney elements are 
present, together with corresponding clinical symptoms, the exist- 
ence of a hematogenic invasion by the coli bacillus may be pre- 
sumed, a true nephropyelitis, or a Bacillus coli septicemia may be 
the underlying cause of the infection, or an ascending infection may 
have definitely localized in the kidney. 

Albumin is found in very purulent cases, and is proportional to 
the amount of pus present. 

As has been said, during the acute stage of an uncontaminated 
case, a look into a hanging drop reveals, besides pus and epithelial 
cells derived from the urinary tract, uniform, roddy, motile micro- 
organisms, which are colon bacilli (Escherich). Later, in the course 
of the disease, colon bacilli and epithelial cells decrease in amount, 
sometimes disappearing entirely for a time, and pus cells cover the 
field. Often the Bacillus coli communis prepares the ground for a 
secondary infection by staphylococci and streptococci. Many of 
the known purulent cases with various microérganisms present in the 
urine, but no colon bacilli, are to be explained in this way. I have 
seen cases ot colon infection, which in time became ordinary puru- 
lent cases, which no one would suspect of having been originally of 
the pure colon type, unless they were traced throughout their entire 
course. Peculiarly, the urine always and invariably remained acid. 

Chvostek and Egger’ showed that care must be exercised in 
deciding upon the diagnostic and etiological value of microérgan- 
isms in the urine. These authors pointed out that during repeated 
febrile attacks in malaria and tuberculosis the urine was loaded 
with staphylococci, which had nothing to do with the basic disease. 
That the Bacillus coli communis is the real etiological factor of 
the symptom complex we have just analyzed was definitely proved 
serologically by Escherich and Pfaundler," especially by the latter, 
who showed that the Bacterium coli from the urine in cases 
of colon pyelitis is agglutinated by the serum of the same patient. 
Although Kohle® and Scheffler'’® found that such an agglutination 
may take place with normal serum, Jochmann” states that agglu- 


18 Jour. of the Amer. Med. Assoc., xlix. 4 Wien. klin. Woch., 1896, No. 30. 
% Kolle-Wassermann’s Handbuch d. path. Microérganism. 

1% Miinch. med. Woch., 1900, p. 787. 
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| 
aa 
| 
4 4 


WASSERMANN: CYSTOPYELITIS 885 


tination with serum of higher dilutions (1 to 80 and over) points 
clearly to a colon infection. 

Although it is often mentioned that the urine in cystopyelitis 
is, as a rule, cloudy, it would lead to errors to examine only cloudy 
urines. Sometimes a urine is perfectly clear, and we suspect 
nothing; but such a limpid urine may be deceptive. This was the 
case in W. R., a girl, aged about eleven years, who had had several : 
febrile attacks. She would improve for a few days, only to again : 
relapse, with chills and high fever. On account of backache and 
general malaise in the beginning, influenza was thought of; then 
typhoid fever came to the front. When I saw the child the physical 
examination gave an absolutely negative result. The urine was 
perfectly clear, albumin negative, but a microscopic examination 
revealed a few pus cells in every field, evidently the last traces 
of a subsiding pyelitis. Therefore, it should be emphasized that a 
microscopic examination is the only sure means of making a 
diagnosis. 

Diagnosis and Differential Diagnosis. Cystopyelitis has been 
and continues to be confounded with many other febrile diseases. 

The mild form, with its general malaise, backache, headache, and 
slight elevation of temperature, is usually mistaken for “influenza.” 
One can only escape this error by systematically examining the 
urine. 

In the grave acute cases a diagnosis is at first impossible. They Ht 
begin with high fever, sometimes a chill (English authors report 
rigor as one of the first symptoms. I have not observed this, and ; 
am inclined to look upon it as a uremic manifestation), and more or : 
less severe vomiting and gastric or abdominal pains usher in the ' 
attack. Appendicitis is thought of if the pain is referred anterior | 
and downward on the right; pneumonia, if it radiates lateral], F 
or backward and upward; cholelithiasis or cholecystitis, if the pain , 
is referred around the waist in a right-sided pvelitis; or if vomiting " 
is severe and the epigastrium is painful, one may well think of gas- a 
tritis. Rolleston has even described a “gastric type’’ of pyelitis. 

A careful study of the pain, however, will greatly help in locating 
the original source of infection. | 

The more protracted cases of pyelitis, with general indefinite 4 
symptoms, cephalalgia and fever, often resemble typhoid fever 4 
more than anything else. When we consider that the pulse in 


pyelitis is rather bradycardic, it is small wonder that many cases ih 

of pyelitis are regarded as typhoid. Attention has been called to } 

this by Hartwig.'* In cases of pyelitis with inconspicuous urinary i 

manifestations even the Widal, as pointed out by Lommel,'* may | 

lead one astray. One should also think of a colon infection of the { ; 

urinary tract superimposed upon typhoid with an atypical course lg 
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(Neufeld), a possibility readily explained, if the anatomicopatho- 
logical changes of the intestines are kept in mind. 

In young girls with general poor health, with or without exacer- 
bations of fever recurring several times during the year, pyelitis 
is often mistaken for anemia, chlorosis, even latent tuberculosis, 
or for malaria, and is treated accordingly. In this respect the fol- 
lowing case is especially suggestive: 

Mrs. S. F., aged twenty-one years, married seven months. As 
a girl she was perfectly healthy. Never had any medical attention 
except for slight “sore throat’’ some years ago. 

Present Illness. During the first week after her marriage fre- 
quent micturition set in, accompanied by a burning sensation. 
On account of this she often suppressed urination. She felt some 
fulness in the suprapubic region, and pain was elicited by pressing 
over that region. This condition lasted for about two months. 
She paid no attention to it, as she became spontaneously better. 
She felt comfortable until March, 1910, when the former trouble 
reappeared. On March 13, 1910, on awakening, she felt a sharp pain 
in the right side, which has kept up ever since. She had lost 21 
pounds during seven months, was always tired, and became pale 
and thin. Her menstrual periods were regular after her marriage. 
On account of the pain in her side she saw a doctor on March 22, 
1910, dreading possible “consumption.”” When seen by me at 
the office her tempretaure was 99.4°. There was a slight laryngeal 
cough, but her physical examination was otherwise negative, ex- 
cept for slight sensitiveness on pressure in the suprapubic region 
and right flank. Two diagnostic possibilities suggested themselves 
—either marital gonorrhea or latent tuberculosis. In making a 
vaginal inspection, the large, open-mouthed meatus urethra ex- 
ternus impressed me, a fact which afterward was remarked inde- 
pendently by her regular physician. However, not a drop of blood 
could be expressed from it (gonorrhea ?). The subsequent micro- 
scopic analysis of the urine, which I give here from my records, 
was: “Masses of pus cells; quantities of rods; no erythrocytes; 
bladder epithelia and caudate cells present.’ The diagnosis of cysto- 
pyelitis was suggested (see microphotograph). 

Under appropriate treatment the patient completely recovered, 
and gained in weight. Several urine examinations, the last in 
October, when the patient was in the eighth month of pregnancy, 
did not show a single pus corpuscle. I was informed by her physi- 
cian that the patient had a normal parturition in November, 1910. 

Often pyelitis is taken for a nephritis; at least, this is my experi- 
ence. But after a week or two the patient apparently recovers 
from what was thought to have been serious kidney trouble. It is 
important to carefully analyze the urine in order to fix the diagnosis. 
As the albumin test is positive in every purulent pyelitis, only a 
thorough examination of the urinary sediment will be of value. 


* Deutsch. med. Woch., No. 51, p. 825. 
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The lack of casts and renal epithelium, or their quick disappearance 
after the initial exacerbation, the presence of pus cells and of 
epithelial cells from the renal pelvis, all speak against the diagnosis 
of nephritis, however alarming the initial symptoms may be. 

I wish to draw especial attention to two differential diagnostic 
points: (1) In some cases of pyelitis it is difficult to decide whether 
we have to deal with a primary pyelitis or with conditions secondary 
to a calculus. This should always be taken into consideration and a 
radiographic examination made by one thoroughly versed in such 
work. (2) The possibility of the presence of the tubercle bacillus 


Photomicrograph of the urinary sediment from a case of colon bacillus cystopyelitis, 
showing pus cells and bacilli 


in the urinary tract, a true tuberculous infection, should always be 
borne in mind. Sometimes a mixed infection by both the tubercle 
and colon bacillus is the basis of the urinary manifestations. 

ConcLusions. 1. The disease which we have had under con- 
sideration is well defined, both etiologically and clinically, and 
strikingly resembles in this respect the so-called infectious diseases. 
The Bacillus coli communis is the most frequent organism causative 
to and characteristic of the disease. 

2. Cystopyelitis is a febrile disease; the fever is often of the 
relapsing type, extending over variable periods of time. 

4. Any obscure fever, as well as any unaccountable anemic 
condition in girls, with or without fever, is suspicious of latent 
pyelitis. Acid, turbid urine, containing pus cells and the Bacillus 
coli communis, is a positive finding confirmatory of such a condition. 
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A Manvat or ParnHotocy anp Morsip Anatomy. By T. Henry 
GREEN, M.D., F.R.C.P., Consulting Physician to the Charing- 
Cross Hospital, ete,, London. Revised and enlarged by W. 
Ceci, Bosanquet, M.A., M.D., F.R.C.P., Assistant Physician 
to the Charing-Cross Hospital, ete., London. Eleventh edition. 
Pp. 642; 250 illustrations. Philadelphia and New York: Lea & 
Febiger, 1911. 


Mvc# as it may be deplored by those who insist that knowledge 
must be acquired through reading “by and large,” there can be no 
doubt but that the compendium occupies an important place in 
the libraries of both students and physicians. This may well be 
a matter of necessity in both instances, the student needing a ready 
and brief reference work to prepare for recitations or examinations, 
the practitioner being obliged, because of limitation of time, to refer 
to such a work for points that have become hazy or for a clear 
and concise statement of facts of recent development whose details 
are not already familiar to him. 

The enormous and rapid advances made in modern pathology 
make necessary much enlargement of the older books and a corre- 
sponding condensation of the entire material presented, all of which 
must be done with clear perspective and thorough sense of propor- 
tion. Pathology is gradually coming into its own as a broad 
biological science; only as such can it advance; and the modern 
writer of works on pathology must not limit himself to pure mor- 
phology lest he be found lagging behind in the rapid march of pro- 
gress and improvement. Thus he must have a clear conception 
not only of pathological physiology, pathological chemistry, bac- 
teriology, immunology, pharmacology, indeed of all the subdi- 
visions of medical and biological science which can in any way 
help in unfolding the mystery of disease and morbid processes. 
Bosanquet is well equipped to write on this dynamic side of 
pathology, and is admirably chosen to bring up to date in its eleventh 
edition Green’s Manual of Pathology. He has elected to preserve 
much of the original form of the book presenting the subject in 
the usual two divisions, general and special pathology. The former 
division includes, with the usual subjects, a thorough and compre- 
hensive discussion of both tumors and the various vegetable and 
animal parasites. At first glance the amount of space devoted to 
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the animal parasites might seem disproportionate, but a retrospect 
of the rapid increase in our information concerning these organisms 
awakens a realization of the necessity for their full consideration 
in this book. 

In the same fashion the subject of immunology is given consider- 
able space even to the point of including a résumé of the technique 
of the Wassermann test for syphilis. Whereas, general pathology 
occupies 408 pages, special pathology is limited to 200 pages. 
In this small space the reviser apparently has felt the neéd for a 
careful presentation of some of the more important and _ better- 
known subjects, with a very brief consideration or complete omis- 
sion of some of the rarer and less completely studied conditions. 
Thus, the spleen and lymphatic apparatus are discussed in two pages, 
the presentation of the pathology of the skin is very limited, the 
adrenals and the thymus barely mentioned (and then only in the 
section on general pathology), and numerous rare and obscure 
conditions omitted entirely. On the other hand the liver, pancreas, 
and gastro-intestinal tract, the kidneys, and circulatory apparatus 
receive excellent discussion, the subject of nephritis being especially 
well treated. 

The book is well illustrated, durably bound, printed in fairly 
large type on heavy, slightly glossed paper, and can safely be 
recommended to any who wish a concise and authentic account 
of a complex, extensive and rapidly advancing subject. 


AN INTERNATIONAL SYSTEM OF OpHTHALMIC Practice. Edited 
by Watrer L. Pyte, A.M., M.D., Philadelphia, Member of 
the American Ophthalmological Society. Pathology and Bac- 
teriology by E. Treacner Couns, F.R.C.S., Surgeon to the 
Royal London Ophthalmic Hospital and Ophthalmic Surgeon 
to the Charing Cross Hospital, etc., and M. SrepHen Mayou, 
F.R.C.S., Surgeon and Pathologist to the Central London 
Ophthalmic Hospital, ete. Pp. 558; 3 colored plates, and 237 
illustrations. Philadelphia: P. Blakiston’s Son & Co., 1911. 


Tuis book consists of seven chapters and an appendix. The 
descriptions are arranged with reference to pathological processes 
rather than to anatomical divisions. Such classification avoids 
repetition, inasmuch as the same process commonly involves more 
than one of the anatomical structures. The descriptions are, as 
a rule, brief, so that the work cannot be regarded as entirely 
elementary; being evidently intended for those already conversant 
with the general principles of pathology, as is indeed quite logical 
in a treatise upon the pathology of a highly specialized organ like 
the eye, to the study of which the student must come prepared 
by some previous knowledge of general pathology. At the same time 
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certain leading facts common to pathology in general are set forth; 
thus, inflammation is briefly described, the newer concepts with 
their terms, antigens, toxinogens, agglutinogens, precipitinogens, 
etc., are defined; Ehrlich’s “side-chain theory” is given, etc. 

The first chapter treats of aberrations in development; these 
are classified in accordance with the particular germinal membranes 
from which the different structures of the eve are developed. Each 
section opens with a very brief description of the normal embryonic 
development. 

Neoplasms are considered in the second chapter. They are 
divided according as they arise from the cuticular, neural, or 
mesoblastic layers, metastatic growths, and cysts. Derangements 
of the fluids and vessels, injuries, inflammation, parasitic diseases, 
and degenerations occupy the remaining chapters. The appendix 
describes the practical methods of examining the different structures 
of the organ. 

There are now two good treatises upon the pathology of the eye 
in the English language—this one and that of Parsons, so that the 
student need not necessarily be conversant with a foreign language, 
especially German, for information upon this subject. To say that 
the descriptions are very brief—e. g., a few lines only are devoted 
to a consideration of the mode of transference of sympathetic 
ophthalmitis, which has been the subject of so many hypotheses 
and discussions—is not to bring adverse criticism, but only to indi- 
cate what a wide subject the pathology of the eye has become. The 
reader who desires a short account of the views held at present 
upon the different subjects of ocular pathology has in this work 
a source of information to which he can turn with confidence for 
answer to his inquiries. T. B.S. 


COLLECTED PAPERS BY THE STAFF OF St. Mary’s Hospirat, Mayo 
Cuinic, RocHestErR, Minnesota, 1905-09. Pp. 668; 226 illus- 
trations. Philadelphia and London: W. B. Saunders Company, 
1911. 


In a Foreword the authors state that they trust this volume 
“will be accepted for just what it purports to be, namely, an in- 
dexed collection of reprints.” The editor is Mrs. M. H. Mellish, 
and the editing has been well done. 

There are fourteen authors, and their work is represented by 
sixty-six papers, of varying length, importance, and interest, with 
the illustrations which have become so familiar a sight in recent 
years. Thirty papers deal with the alimentary tract, and eleven 
with the thyroid; while the remaining twenty-five papers are on 
such subjects as Hernia, surgery of the Genito-urinary Organs, 
Surgical Technique, ete. 
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It is impossible to review a work of this kind, and anything we 
could say would be quite useless. All these papers have been read 
when they appeared, and are familiar to surgeons everywhere. 
It is convenient to have them in handy form for reference; and it 
is pleasant to learn that the volume of reprints for the year 1910 
is about to be issued from the same press; but it is almost paralyzing 
to see the amount of work being done, and to realize the immensity 
of its executive and administrative aspects. 

It used to be a great thing if a surgeon could record so many 
“centuries” of cases; now, unless one has a few thousand operations 
from which to draw conclusions, he might as well keep his mouth 
shut for all the influence his opinion will have with the average 
“bounder” who storms the popular surgical clinic and “swears by”’ 
the surgeon with the most amazing figures. But we venture to 
think, and feel sure the brilliant chiefs of the surgical clinic of 
Rochester agree with us, that while dazzling statistics may bring 
notoriety to a surgeon, it is the power to think, to plan, to act, 
and to teach which brings him his true renown; that, when all is 
said and done, one man may know more from an experience of forty 
vases than another from four hundred or four thousand; that the 
man is greater than his work; that, when he is gone from his place, 
his absence will be felt not because another’s hands are doing 
the work once done by his, but because his personality, his forceful 
character, his leadership is lost, and because these cannot, like the 
mantle of the prophet, fall on the shoulders of another. 


THe PRACTITIONER’s VisITING List FoR 1912. Pp. 192; 3 illus- 
trations. Philadelphia and New York: Lea and Febiger. 


AFTER twenty-eight years of continuous existence The Practi- 
tioner’s Visiting List is too well known to the medical profession 
to require introduction. A more convenient, compact, and useful 
addition to the equipment of the practising physician than this 
little volume would be difficult to find. 

The bulk of the book consists of pages of blanks so arranged 
that a daily record of patients seen as well as the patients’ accounts 
may be quickly and easily kept. The adoption of such a system 
as this would go far toward lessening the not inconsiderable loss 
sustained by the majority of physicians as the result of careless 
bookkeeping. Additional pages are arranged for recording data 
relative to obstetric practice, births, deaths, vaccinations, and other 
important memoranda. 

There is no practising physician who from time to time is not 
confronted with the urgent necessity for obtaining information 
on certain points. With this fact in mind, the text portion of The 
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Practitioner's Visiting List has been carefully compiled with a 
view to furnishing information, of the kind shown by long experience 
to be most often needed, in a concise and easily accessible form. 
Among some of the subjects covered in the thirty odd pages of 
text may be mentioned a scheme of dentition; tables of weights 
and measures, including admirable comparative scales by which 
ordinary weights and measures may be rapidly and easily converted 
into their exact equivalents in the metric system; the most impor- 
tant tests used in urine analysis; incompatibles; poisons and their 
antidotes; a table showing the differential points in the diagnosis 
of the commoner eruptive fevers; a remarkably complete table of 
doses based on the new United States Pharmacopoeia; and finally 
directions for ligating the larger arteries. 

The book, which is durably bound in flexible leather, is con- 
veniently wallet-shaped, and is of a size that fits the pocket and 
may be easily carried. 

To every practising physician who has never availed himself 
of this decidedly practical little book, The Practitioner's Visiting 
List may be heartily recommended. The many, however, who 
for years have facilitated their labors by its use, will welcome the 
announcement of the volume for 1912. is. Me. P. 


DISEASES OF THE STOMACH AND INTESTINES. By Ropert CoLe- 
MAN Kemp, M.D., Professor of Gastro-intestinal Diseases in 
the New York School of Clinical Medicine; Visiting Gastro- 
enterologist to the New York Red Cross Hospital; Gastrologist 
to the West Side German Dispensary; Consulting Physician, 
Gastro-intestinal Diseases, to Manhattan State Hospital. 280 
illustrations. Philadelphia and London: W. B. Saunders Com- 
pany, 1910. 


Dr. Kemp has prepared a very careful and thorough text-book 
covering all the diseases of the stomach and intestines, but omitting 
those of the liver and pancreas. This omission is justified by 
precedent, although, to an increasing extent, these two organs are 
coming to be recognized as an essential part of the digestive sys- 
tem. On the other hand, he has boldly included typhoid fever 
and appendicitis, the former particularly never being assigned its 
proper place among diseases of the intestines in formal works on 
practice. Doubtless, if there were any reason for it in an American 
text-book, Dr. Kemp would have included cholera also. 

Very little excepting praise can be said of this book. It is in- 
intended to supply, as far as a book may, clinical instruction for 
those physicians unable to take special courses in centres of medical 
education. ‘That it is also an admirable adjunct to such clinical 
instruction is a matter of course. 
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It does not vary greatly in manner and matter from other 
text-books on this subject, but the information is well classified 
and the different tests are arranged so that reference to them is 
very easy. Not all the tests are given. For example, Sahli’s 
fat test for the quantitative estimate of the gastric juice is 
omitted, and some of the later tests for gastric cancer, that 
have probably assumed importance only since the manuscript 
was sent to the printer, but the first has not been generally em- 
ployed and the others have yet to demonstrate their usefulness. 

The sections upon the physical examination of the abdomen in 
various diseases of the stomach are brief, and to the reviewer it 
seems that more detailed information under these paragraphs 
would have been advantageous. On the other hand, the sympto- 
matology is usually fully given and the laboratory methods are 
also thoroughly discussed. The sections devoted to treatment 
are quite full. The illustrations are numerous and some of them 
appear unnecessary, but what to insert and what to omit is a matter 
of individual judgment. As an expression of personal opinion the 
reviewer regrets that photographs of the nude female should be 
used to display markings, indicating the position of organs, physi- 
cal signs, etc. References to literature are few. In a text-book of 
this character they are probably not needed, but it seems as though 
it might have been useful to have called attention to the most 
important works in a brief appendix. The style is clear and the 
book making satisfactory. J. S. 


PULMONARY TUBERCULOSIS AND ITS COMPLICATIONS. By SHERMAN 
G. Bonney, A.M., M.D., Professor of Medicine, Denver and 
Gross College of Medicine, Denver, and Director of the National 
Association for the Study and Prevention of Tuberculosis. Second 
Edition; pp. 955; 243 Illustrations, including 31 in colors and 
73 x-ray photographs. Philadelphia and New York: W. B. 
Saunders Company, 1910. 


Tue demand for a second edition of this work within two years 
after the publication of the first is very good evidence that such a 
work was really needed. The original book, and this applies equally 
well to the present volume, was designed especially for the use of 
general practitioners whose opportunities for clinical study may 
have been somewhat limited. It is therefore devoted essentially 
to the clinical aspects of tuberculosis, and emphasis is laid on 
practical considerations. While a thorough review has been made 
of all the important contributions in literature, only the essential 
and tried have been used. There is a remarkable absence of dis- 
puted theories and personal hobbies, and yet the reader is made 
acquainted with the author’s viewpoint on practically every subject 
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and made to feel that this opinion is well supported by close study 
and careful observation extending over many years. 

The book, while not purporting to be a guide for specialists, is 
nevertheless a thorough, systematic, and careful treatise on the sub- 
ject of tuberculosis in its many and varied aspects. In the present 
edition five new chapters have been introduced, a few have been 
rewritten, and many materially amplified. There are 40 additional 
text illustrations, also 11 insert plates, 9 of which are colored. 

Criticism might be made of the large number of illustrations 
and x-ray photographs, but these have all been chosen with con- 
siderable care and in almost every instance add much to the text. 
This is particularly true as regards the illustrations of shacks, 
tents, sanatoria, etc., from which the reader often derives many 
practical suggestions which the text could not give. The inter- 
spersion of a few well-chosen case histories also serves the same 
purpose and adds force and clearness to the argument. With 
Social Work playing so large a part in the handling of the prob- 
lems of treatment and prevention of tuberculosis, it is gratifying 
to see this phase well discussed, and in close relation to this the 
several chapters devoted to Methods of Educating the Public and 
What the Public Should Know about Tuberculosis, are especially 
commendable. The reader is sometimes impressed with the pre- 
ponderance of local coloring to some of the author’s ideas, but 
this does not detract from the value of the book, and is probably 
unavoidable under the circumstances. 

The book is well put up, on good paper, with clear, legible type, 
and an unusual dearth of typographical errors. The Index is 
very full and complete, and makes reference to any phase of the 
subject easy. The book has well fulfilled its errand, and should 
find a place in the library of anyone interested in the subject of 
tuberculosis. It should appeal especially to the general practi- 
tioner and the student of medicine, but it is not without considerable 
value to specialists or those working up the finer points of the 


PROGRESSIVE MepicrineE. A QUARTERLY DiGEsT OF ADVANCES, 
DISCOVERIES, AND IMPROVEMENTS IN THE MEDICAL AND SURGICAL 
ScrencEs. Edited by Hosparr Amory Hare, M.D., Professor 
of Therapeutics and Materia Medica in the Jefferson Medical! 
College, Assisted by Leiguron F. AppLEMAN, M.D., Instructor 
of Therapeutics in the Jefferson Medical College, Philadelphia. 
Vol. ILI, pp. 328; 24 illustrations. Philadelphia and New York: 
Lea & Febiger, 1911. 


Tue third volume of Progressive Medicine for the current year 
opens with a section on diseases of the thorax by William Ewart. 
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He first gives a most suggestive critical review of the discussion 
that has been in progress, especially in England, as to the exact 
scope and relative merits of the tuberculosis sanatorium, the dis- 
pensary, the tuberculin dispensary, and tuberculin treatment. 
He then takes up the use of continuous antiseptic inhalations 
and induced pneumothorax in the treatment of tuberculosis, 
recent advances in chest diagnosis, the pleura, the lungs, and their 
respective treatment, as well as the question of ventilation. The 
last half of Ewart’s contribution is an admirable epitome of the 
latest teaching on many important points connected with physio- 
logical and clinical aspects of the cardiovascular system. The 
mechanism of both the normal and disturbed circulation is care- 
fully considered; under the latter head auricular fibrillation and 
paroxysmal tachycardia are included. Edema and its cause, 
with especial reference to Fischer’s colloidal theory of edema; 
Henderson’s acapnial theory of shock; functional cardiac murmurs; 
heart failure, and heart treatment are some of the pertinent ques- 
tions that merit especial attention. 

Dermatology and syphilis are reviewed by William 5. Gottheil. 
Among the large number of skin diseases discussed, he dwells 
particularly upon baldness and baldness cures, skin cancer, and the 
treatment of eczema. The major part of his article on syphilis 
is given over to a timely consideration of arsenobenzol. In view 
of the widespread attention that this remedy has attracted, Gott- 
heil’s thoughtful, critical, and wholly temperate summary of the 
present status of this drug is decidedly worthy of careful considera- 
tion. He has made no effort to review the enormous literature of 
this subject, but has devoted himself to a detailed analysis of a 
series of cases upon which he personally has employed the drug. 
The result of his painstaking observations forces him to conclude 
that, in spite of the extravagant claims so freely made for it, arseno- 
benzol, as a radical cure for syrhilis, has proved entirely disap- 
pointing. 

In an article of 126 pages, Edward P. Davis calls attention to the 
large amount of work that has been done in obstetrics. Under 
pregnancy he considers, at some length, pregnancy complicated by 
infection of the urinary tract with Bacillus coli communis, by gall- 
stones, by cancer of the cervix, ovarian cysts, and fibroids; rupture 
of the uterus; eclampsia; and placenta previa. Labor complicated 
by rigidity of the soft parts, sacral anesthesia during labor, labor 
obstructed by pelvic tumors, and the treatment of labor in con- 
tracted pelves may be mentioned as among the interesting topics 
included in his discussion of labor, while under the puerperium he 
pays particular attention to puerperal infection. After taking up 
obstetric surgery, particularly Cesarean section, he concludes with 
a consideration of the fetus and its appendages. 

A final section of 45 pages embraces a highly instructive review 
of diseases of the nervous system by William G. Spiller. He points 
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and made to feel that this opinion is well supported by close study 
and careful observation extending over many years. 

The book, while not purporting to be a guide for specialists, is 
nevertheless a thorough, systematic, and careful treatise on the sub- 
ject of tuberculosis in its many and varied aspects. In the present 
edition five new chapters have been introduced, a few have been 
rewritten, and many materially amplified. There are 40 additional 
text illustrations, also 11 insert plates, 9 of which are colored. 

Criticism might be made of the large number of illustrations 
and z-ray photographs, but these have all been chosen with con- 
siderable care and in almost every instance add much to the text. 
This is particularly true as regards the illustrations of shacks, 
tents, sanatoria, etc., from which the reader often derives many 
practical suggestions which the text could not give. The inter- 
spersion of a few well-chosen case histories also serves the same 
purpose and adds force and clearness to the argument. With 
Social Work playing so large a part in the handling of the prob- 
lems of treatment and prevention of tuberculosis, it is gratifying 
to see this phase well discussed, and in close relation to this the 
several chapters devoted to Methods of Educating the Public and 
What the Public Should Know about Tuberculosis, are especially 
commendable. The reader is sometimes impressed with the pre- 
ponderance of local coloring to some of the author’s ideas, but 
this does not detract from the value of the book, and is probably 
unavoidable under the circumstances. 

The book is well put up, on good paper, with clear, legible type, 
and an unusual dearth of typographical errors. The Index is 
very full and complete, and makes reference to any phase of the 
subject easy. The book has well fulfilled its errand, and should 
find a place in the library of anyone interested in the subject of 
tuberculosis. It should appeal especially to the general practi- 
tioner and the student of medicine, but it is not without considerable 
value to specialists or those working up the finer points of the 


disease. 


PrRoGREssIVE MeEpicinE. A QUARTERLY DiGEst oF ADVANCES, 
DISCOVERIES, AND IMPROVEMENTS IN THE MEDICAL AND SURGICAL 
ScreNcEs. Edited by Hovarr AMory Hare, M.D., Professor 
of Therapeutics and Materia Medica in the Jefferson Medical 
College, Assisted by Lercguton F. AppLeMaN, M.D., Instructor 
of Therapeutics in the Jefferson Medical College, Philadelphia. 
Vol. IL], pp. 328; 24 illustrations. Philadelphia and New York: 
Lea & Febiger, 1911. 


Tue third volume of Progressive Medicine for the current year 
opens with a section on diseases of the thorax by William Ewart. 
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He first gives a most suggestive critical review of the discussion 
that has been in progress, especially in England, as to the exact 
scope and relative merits of the tuberculosis sanatorium, the dis- 
pensary, the tuberculin dispensary, and tuberculin treatment. 
He then takes up the use of continuous antiseptic inhalations 
and induced pneumothorax in the treatment of tuberculosis, 
recent advances in chest diagnosis, the pleura, the lungs, and their 
respective treatment, as well as the question of ventilation. The 
last half of Ewart’s contribution is an admirable epitome of the 
latest teaching on many important points connected with physio- 
logical and clinical aspects of the cardiovascular system. The 
mechanism of both the normal and disturbed circulation is care- 
fully considered; under the latter head auricular fibrillation and 
paroxysmal tachycardia are included. Edema and its cause, 
with especial reference to Fischer’s colloidal theory of edema; 
Henderson’s acapnial theory of shock; functional cardiac murmurs; 
heart failure, and heart treatment are some of the pertinent ques- 
tions that merit especial attention. 

Dermatology and syphilis are reviewed by William 5. Gottheil. 
Among the large number of skin diseases discussed, he dwells 
particularly upon baldness and baldness cures, skin cancer, and the 
treatment of eczema. The major part of his article on syphilis 
is given over to a timely consideration of arsenobenzol. In view 
of the widespread attention that this remedy has attracted, Gott- 
heil’s thoughtful, critical, and wholly temperate summary of the 
present status of this drug is decidedly worthy of careful considera- 
tion. He has made no effort to review the enormous literature of 
this subject, but has devoted himself to a detailed analysis of a 
series of cases upon which he personally has employed the drug. 
The result of his painstaking observations forces him to conclude 
that, in spite of the extravagant claims so freely made for it, arseno- 
benzol, as a radical cure for syphilis, has proved entirely disap- 
pointing. 

In an article of 126 pages, Edward P. Davis calls attention to the 
large amount of work that has been done in obstetrics. Under 
pregnancy he considers, at some length, pregnancy complicated by 
infection of the urinary tract with Bacillus coli communis, by gall- 
stones, by cancer of the cervix, ovarian cysts, and fibroids; rupture 
of the uterus; eclampsia; and placenta previa. Labor complicated 
by rigidity of the soft parts, sacral anesthesia during labor, labor 
obstructed by pelvic tumors, and the treatment of labor in con- 
tracted pelves may be mentioned as among the interesting topics 
included in his discussion of labor, while under the puerperium he 
pays particular attention to puerperal infection. After taking up 
obstetric surgery, particularly Cesarean section, he concludes with 
a consideration of the fetus and its appendages. 

A final section of 45 pages embraces a highly instructive review 
of diseases of the nervous system by William G. Spiller. He points 
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out much that is of interest and importance in recent neurological 
work, at the same time emphasizing the subjects of brain tumor, 
tabes dorsalis, salvarsan in syphilis of the nervous system, and 
poliomyelitis. 

Even a brief survey of the enormous amount of work that is 
today being done in medicine is sufficient to convince anyone that 
only through the medium of such a volume as Progressive Medicine 
can the physician, preoccupied with the exigencies of practice, 
hope to keep abreast of the rapid onward march of medical science. 

G. M. P. 


HaNb-BooK OF DISEASES OF THE Eye. By Harry CALDWELL 
ParKER, M.D. Pp. 1303; 115 text engravings, a half-tone 
frontispiece, and 5 full-page chromolithographic plates with 26 
figures. Philadelphia: F. A. Davis Co., 1911. 


IN presenting this volume, the author has desired to place before 
the student and busy practitioner, in a concise manner, the results of 
recent investigations and their practical application. The arrange- 
ment of the various chapters is necessarily similar to that found in 
other books of this character. He calls special attention to the 
chapter on the sclera which treats of the more recent investigations 
relating to the possible tuberculous origin of some of the forms of 
inflammation attacking this structure. He has also included a 
chapter on the bacteriology of the eye. In this chapter, under 
trachoma, he refers to the influenza-like bacillus described by Miiller, 
but no mention is made of any relation that the Halberstadter and 
Prowazek “bodies” may have to this affection. Parker has done 
well in including in this work a short chapter on the relation of the 
eye and the nose, which will, I am sure, be of service to the readers 
of this volume. There has also been included a formulary con- 
taining a number of prescriptions serviceable in the treatment of 
ocular conditions. The text contains its full quota of errors, so 
prevalent in most first editions. A number of the sentences are 
not as clear and concise as they might be; for example, in speaking 
of the growths of the iris produced by tuberculosis and syphilis, it 
is stated that “both conditions are treated by the local treatment 
for the iritis, with which they are associated, and the constitutional 
cause of the inflammation.” Further, in speaking of iridocyclitis, 
it is stated that “it frequently follows cataract extraction which 
has become infected.” The reviewer realizes that there is probably 
nothing more difficult than the production of a satisfactory volume 
of this character, and he believes that after subsequent revisions 
this work will probably take its place with the number of excellent 
manuals or hand-books bearing on ocular affections that are already 
on the market. The press work is good, but the binding could be 
improved upon. T. B.H. 
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Glucose in the Blood in Addison’s Disease.—H. ScuiroKAUER 
(Berlin. Klin. Woeh., 1911, xlviii, 1505) has examined the blood in 
a case of Addison’s disease with reference to its content in glucose. 
Determinations made on two occasions showed that the plasma con- 
tained 0.072 per cent. and 0.086 per cent. glucose respectively. These 
are normal values, though near the lower limits of the normal, and 
do not agree with the findings of Porges, who reported a hypoglycemia 
as one of the characteristic features of Addison’s disease. Schirokauer, 
while admitting that a hypoglycemia may be met with, contends 
that it is not an essential part of the pathological physiology of adrenal 
insufficiency. 


The Excretion of Creatin and Creatinin in Disease. —A. SKUTETZKY 
( Deutsch. Archiv f. Klin. Med., 1911, ciii, 423) has made a rather 
extensive study of creatin and creatinin excretion in disease. His 
material comprised 29 cases, chiefly diseases of the central nervous 
system, in which the excretion of creatin and creatinin have not 
been studied previously. The patients were placed on creatin- and 
creatinin-free diet to eliminate the exogenous source. The study 
included cases of epidemic and suppurative cerebrospinal meningitis, 
hemiplegia, syringomyelia, tabes dorsalis, transverse myelitis, epilepsy, 
dementia precox, and also croupous and influenzal pneumonia, 
pleurisy, endocarditis, interstitial hepatitis, acute articular rheuma- 
tism, Basedow’s disease, marasmus, diabetes mellitus and insipidus, 
and Banti’s disease. The results are best expressed in Skutetzky’s 
summary. (a) Creatinin: (1) Fever, associated with whatever patho- 
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logical process causes an increased elimination from the heightened 
protein metabolism. This is proportional to the height of the fever. 
After the fever has lasted for some time, or following a relapse, the 
amount diminishes. (2) In afebrile diseases of the central nervous 
system, in which neither the muscular tone is increased nor muscular 
exercise indulged in, the patients being confined quietly in bed (hemi- 
plegia, myelitis, tabes, syringomyelia), the excretion is normal or 
subnormal. In those diseases characterized by excessive muscular 
activity (epilepsy), on the other hand, the creatinin is very greatly 
increased. In nervous diseases following the administration of sal- 
varsan, an increased excretion appears on the second to the fourth 
day after the injection, lasting a few days. (3) The excretion is greatly 
diminished in hepatic disease where the function of the liver is dis- 
turbed; also in (4) diabetes mellitus and in Basedow’s disease. (5) 
In marasmus the values are subnormal,; in diabetes insipidus, prac- 
tically normal. (6) A meat diet after a long period of milk diet causes 
a temporary increase. (b) Creatin: (1) In fever creatin is found 
constantly in considerable quantity. After the fever has lasted for 
some time, creatin may disappear. (2) In afebrile nervous diseases 
with the patients at rest, creatin is found in the urine only in traces. 
After muscular exercise (epileptic attack) the amount is large. Follow- 
ing salvarsan, an increased creatin excretion may precede the increase 
in the creatinin. (3) Creatin is excreted in considerable amounts in 
hepatic disease and in Basedow’s disease. 

Artificial Immunity Against Trypanosomes.— KE. TrrcHMANN and H. 
Braun (Berlin. klin. Woch., 1911, xlviii, 1562) have been able to 
prepare a trypanosome vaccine from the dead organisms which may 
be preserved and the dosage of which may be accurately measured. 
By means of it they can produce an active immunity in mice. The 
animals exhibit no morbid symptoms from the vaccination and are 
protected from a fatal dose of living trypanosomes. Using the same 
vaccine, the authors have prepared an immune serum of high potency 
from rabbits. A single small injection of the immune serum protects 
mice against a fatal dose of the organisms, whereas controls which 
received normal rabbit serum always died. 


Chemotherapy of Pneumococcus Infections.—J. MorGenrorn and 
R. Levy (Berlin. klin. Woch., 1911, xlviii, 1560) point to certain 
biological characteristics peculiar to the pneumococcus, on the one 
hand, and to trypanosomes and spirilla on the other. Thus, all are 
dissolved by bile salts, though the other pathogenic cocci are un- 
affected. In studying the effect of various derivatives of quinine on 
trypanosomes, Morgenroth and Halberstaedter found a body which 
exhibited a markedly destructive action against these parasites. 
Morgenroth and Levy have undertaken the study of the action of these 
same compounds in experimental pneumococcus infections in white 
mice. Several of the derivatives proved to be practically inert, but 
in “Ethylhydrocupreinsulfat” a substance has been discovered which 
has a definitely curative action in white mice in a certain proportion 
of the cases. The animals which recover are possessed of an active 
immunity to the pneumococcus, Other compounds are being pre- 
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pared and will be tried in pneumococcus and other bacterial infee- 
tions, in an attempt to secure still better results. In the findings 
which they report at the present time, Morgenroth and Levy see the 
possibility of a successful chemotherapy of bacterial diseases. 

A Modification of the Spectroscopic Test for Occult Blood.—K. 
Csépat ( Deutsch. Archiv f. klin. Med., 1911, ciii, 459) has modified 
the method of spectroscopic examination for occult blood so that 
the test may be rapidly and simply performed; its delicacy almost 
equals that of the color tests (guaiac, benzidin), and the results are 
not equivocal. Method: To 5 grams feces add 5 c.c. of glacial acetic 
acid, 5 ¢c.c. of ether, and 5 c.c. of aleohol. Rub the mixture well in 
a mortar for two or three minutes, then filter through a dry, folded 
filter. To the extract add 1 to 2 e.c. of pyridin and then 1 to 3 
drops of ammonium sulphide. In the presence of blood the spectrum 
of hemochromogen is now demonstrable. The following precautions 
are necessary in applying the test: (1) The patient must abstain from 
meat and green vegetables for three days preceding the test, since 
hemoglobin and chlorophyl will give it. (2) The ammonium sulphide 
must be kept in a dark bottle with glass stopper. Preserved in this 
way, it retains its reducing action for about ten days. (3) More than 
three drops of ammonium sulphide should not be used, since an excess 
diminishes the intensity of the spectrum. (4) The examination must 
be made immediately after adding the ammonium sulphide, since 
the spectrum soon fades. The test will detect blood in a dilution of 
0.1 per cent. in the feces. This is not so delicate as the guaiac test, 
but much more reliable, since only blood will give a positive test if 
condition (1) is fulfilled. 

A Contribution to the Chemistry of Blood Regeneration.—l. 
MasinG (Archiv f. erp. Path. u. Pharmakol., 1911, Ixvi, 71) has 
attempted to discover chemical changes in the blood during active 
regeneration which might be correlated with the morphological and 
biological alterations known to exist. His preliminary experiments 
showed that the serum in experimental toxic anemias was richer in 
phosphorus than normal serum. Since phosphorus is an important 
constituent of cell nuclei; and, further, since nuclei are constantly 
being formed in large number during regeneration, Masing directed 
his attention to the various phosphorus compounds in the present 
study. Rabbits and geese were used as experimental animals. Com- 
parative determinations of the phosphorus in normal and anemic 
animals were made. ‘Total phosphorus, lipoid phosphorus, and nuclein 
phosphorus were quantitated in the serum and the red cells of the rabbit 
and in the red cells of the goose. In the serum of the anemic rabbits 
the phosphorus which may be extracted with alcohol-ether is increased 
above the normal. The erythrocytes of the rabbit are also richer 
in ether-soluble phosphorus. Masing finds also that the red cells of 
anemic rabbits contain considerable nucleinic acid, whereas normally 
it is present only in very small amounts. Similarly the nucleinic 
acid content of anemic goose blood is markedly increased. Masing 
concludes that the increased quantity of nucleinic acid and of phos- 
phatids is to be interpreted as evidence of large numbers of young 
blood cells in the peripheral blood. 
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Entameba Tetragena in Manila and Saigon.—k. R. Wuirmore 
(Archiv f. Protistenkunde, 1911, xxiii, 71) reports the study of amebe 
from patients in Manila and Saigon. His material included stools 
from fourteen patients suffering with dysentery and the pus from an 
amebic liver abscess. The examination of this material revealed 
the rather surprising fact that only two species of ameb were pres- 
ent, namely, Entameba tetragena and the non-pathogenic Entameba 
coli. Not a single example of Entameba histolytica was seen. It 
is evident, therefore, that in Manila and Saigon, Entameba tetragena 
assumes added importance as a cause of dysentery. Indeed, Whitmore 
believes that for these localities this is the usual causative factor in 
amebic dysentery, while Entameba histolytica is rather exceptional. 
Cultures taken from water showed only free-living amebe, quite 
distinct from the parasitic varieties. 
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The Employment of Novo-iodine in Surgical Tuberculosis. 
DracuterR (Zentralbl. f. Chir., 1911, xxxviii, 1145) says that of the 
many substitutes for iodoform, as aristol, ete., none has seriously 
contended with it. The chief objections to iodoform are its efensive 
odor and toxicity. It often produces irritation of the skin and mucous 
membrane, which is not always limited to the site of application, 
but is found in other parts of the body also. Drachter has been trying 
out novo-iodine. Its chemical name is hexamethylenen, and its formula 
is, CgH,.N,I,. It is mixed with equal parts of talcum. When it comes 
in contact with organic tissues, it is split up into iodine and formalde- 
hyde. According to Schattenfroh, novo-iodine in the blood serum, 
pus, and physiological saline solution, in the strength of 1 to 1000, 
possesses a strong antibactericidal power, considerably stronger than 
that of iodoform or any of its substitutes. Drachter has employed 
it mostly in tuberculous diseases of the bones and joints, tuberculous 
caries of the ribs and sternum, spina ventosa, caries of the foot and 
hand bones, of the skull, vertebra, and pelvis. He has also used it 
extensively in tuberculous affections of the soft tissues, especially in 
fistule and abscesses, as from the hip-, knee-, elbow-, and foot-joints. 
In open tuberculous conditions with suppuration it reduces the secre- 
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tion markedly, and favors the formation of red, fresh, and sound 
granulations. Large tuberculous cavities were filled with the novo- 
iodine suspension, so that it found its way into all angles; or they 
were packed with novo-iodine gauze or with ordinary aseptic gauze 
soaked in the novo-iodine suspension. A reduction of the discharges 
was observed to follow almost without exception. An especial advan- 
tage is that it is entirely without odor and, in addition, is markedly 
deodorizing, which effect is to be attributed to the formaldehyde 
which it contains. It has been employed as a deodorant with good 
effect in gangrenous appendicitis. It is completely non-irritating and 
non-toxic, and for this reason can be applied to the tender skin of a 
very young child. In animal experiments on rabbits, doses of 1 gram 
per animal kilogram were borne without difficulty. Its application 
caused no noteworthy pain. It was not applied to mucous membranes. 

The Use of a Tubular Speculum in Peritonitis—Kuun (Zentralbl. f. 
Chir., 1911, xxxviii, 1177) says that he has been employing for years 
short and long specula, like those used in the vagina and rectum, 
in the treatment of suppurative peritonitis. When a diffused inflam- 
mation is suspected, and a fluid exudate is supposed to be present, 
he makes a small incision in the abdominal wall, large enough to 
admit the speculum, and over some region still free from the inflamma- 
tion. The speculum, provided with an obturator, is carefully introduced 
through the abdominal wound, which is then closed around it. It 
is then pressed inward slowly and carefully. Soon he removes the 
obturator, wipes out the tube with a pad on a long handle, and thus 
finds the way for deeper pushing of the obturator and speculum. 
By means of a good light he obtains a good inspection in the depth 
of the abdominal cavity, as in the pelvis or behind the stomach. The 
condition of the coils of the intestine can be determined, the state 
of their walls, and the presence or absence of adhesions or exudate. 
When he suspects that the exudate is circumscribed, by approaching 
it from the undisturbed side, he tries not to break into it, but is anxious 
to preserve it intact. The information thus obtained, and its relation 
to the prognosis and treatment are important. By this method all 
angles and pockets and spaces between the intestinal coils can be 
examined, especially in the deep parts, as the hypochondrium and 
pelvis. For every new introduction of the speculum, when that already 
in cannot be passed further, a clean one may be substituted. When, 
however, he comes on an exudate, Kuhn changes the position of the 
speculum to all parts that he can reach. When he irrigates, he prefers 
to make a second or third incision, with a speculum in each; although 
by passing an irrigation tube into a wide speculum, a single opening 
may be sufficient to carry on the irrigation. When the toilet of the 
deep parts is completed, a rubber or glass drainage tube is passed 
through the speculum to the desired part and is left there, the speculum 
being withdrawn over it. In ten minutes the abdominal cavity 
can be examined in all directions and provided with drains. In order 
that the omentum may not slip into the opening of the drainage tube, 
Kuhn often covers it with gauze to protect it from such an accident. 
He has treated his cases of peritonitis for years in this way. If he 
suspects the presence of a necrotic appendix, by working from the 
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less toward the most infected region, this can be removed. If a per- 
foration or suppuration is encountered, the usual methods are adopted 
to contend with it. 

The Technique of Operative Closure of the Intestine.—\VorckKLEeR 
(Zentralbl. f. Chir., 1911, xxxviii, 1179) has been employing for some 
time the following method of closing the intestine opened by opera- 
tion, as the duodenum after resection of the pylorus, and after all 
resections of the intestine, when a side to side anastomosis is to be 
made. The intestine is first freed from its attachment to the mesentery, 
and a purse-string suture of catgut, including the serous and muscular 
coats, is introduced in the circumference of the intestine near the 
place where it is to be divided. About 1.5 em. from this suture, some- 
what farther in the large intestine, the gut is divided between the 
blades of an intestinal clamp. A strong silk ligature is employed to 
close the open end of the intestine beyond where the purse-string 
suture is placed. This is tied with a slip knot so arranged that when 
the now closed end is inverted and the purse-string suture tied, by 
holding the end of the intestine with the finger and thumb of one 
hand and making a tug on the silk ligature it will unloosen at the 
slip knot and come out. As this is being done the purse string is being 
held ready to be tied as soon as the silk ligature is removed. After 
double knotting, the purse-string suture is cut short, and may then 
be covered over by a Lembert suture. The advantages of this method 
are as follows: No closed space is left at the end of the intestine 
between the two ligatures in which infected material can accumulate. 
The same danger arises when the enterotribe is employed. No foreign 
body is left in, as from the ligature or the crushed portion of the intes- 
tinal wall from the use of the enterotribe, which becomes necrotic. 
The method is simple, is carried out quickly and without special 
instruments. Voeckler observed no signs of hemotrhage from the 
untreated, divided mucous membrane. 


Local Anesthesia in Operations on the Trigeminus Region.— braun 
( Deut. Zschr. f. Chir., 1911, ci, 321) says that the addition of adrenalin 
to cocaine solutions permits us now to operate under local anesthesia 
from injection of the larger nerve trunks in parts of the body where 
a tourniquet cannot be applied. The substitution of novocain for 
cocaine, permits us to inject a much larger quantity of the anesthetic 
fluid in the neighborhood of the nerve trunks without danger. Braun 
believes that in no place in the body will local anesthesia produce so 
great an advance as in operations on the trigeminus region. The 
technique for reaching the various branches is fully discussed. The 
advantages of local anesthesia in these operations are as follows: 
Resection of the upper jaw loses almost all its horrors and dangers, 
and becomes an entirely different operation from that under general 
anesthesia. No preliminary operation is necessary, neither a tra- 
cheotomy nor a ligation of the common carotid. Nor is the Kuhn 
tubage necessary, since little or no hemorrhage occurs. As the surgeon 
is not obstructed by the anesthetist, he can work unhindered to the 
end of the operation. After the operation the patient is as fresh as 
before, and is absolutely not collapsed. For tongue operations and 
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excision of the lower jaw the advantages are the same. Braun has 
done these operations for two years under local anesthesia without 
exception. The anesthesia and freedom from blood of the operative 
field were always complete, narcosis never being necessary. No 
patients died as the result of the operation. Of 8 cases of resection 
of the upper jaw, and of 12 operated on for cancer of the oral cavity, 
2 had postoperative complications, a very small percentage. For 
injections into the orbit and the pterygopalatine fossa, no special 
dangers are associated, and there is no need of fear of wounding the 
vessels. 


A Contribution to the Pathology of Renal Calculi.—Rosrensacu 
( Deut. Zschr. f. Chir., 1911, ci, 556) made a study of this question 
based upon experimental work on dogs. Renal calculi, as Ebstein 
and many others have shown, are formed by the collection together, 
of organic and inorganic material. For the formation of stones which 
give clinical symptoms, the sine qua non is a condition in which there 
is an increase of salts in the blood, a “diathesis.” In this respect 
authors are agreed. On the other hand, it is known that this alone 
is not sufficient for stone formation. Clinical experience shows that 
in gout (“uric acid diathesis”) the oxaluria, phosphaturia, and cystin- 
uria, in most cases do not lead to the formation of calculi. In Rosen- 
bach’s opinion, the second factor in the formation of stone is to be 
sought not in the kidney itself, but in the blood. According to this 
suggestion, renal calculus is not a surgical condition. We may hope 
that the dissolvent work of the kidney may be aided by the ingestion 
of sufficient water. It would be the ideal method if, after the removal 
of the diathesis, the kidney could deal with the calculus alone. But 
severe and irreparable changes in the kidney may have been caused 
by the stone, so that surgical as well as internal therapy will be justified. 
The damage to the parenchyma will not be much increased by the 
operation, while by the removal of the obstruction an existing infec- 
tion is permitted to heal. 

A New Method of Operating for the Gastric Crises of Tabes. 
EXNER ( Deut. Zschr. f. Chir., 1911, ci, 576) operated on one case 
by Férster’s method of dividing within the spinal canal the sensory 
roots of the tenth, eleventh, and twelfth dorsal spinal nerves. For 
four weeks after the operation the patient was free of trouble. Then 
the vomiting returned, but without the girdle sensation and without 
the pain accompanying the gastric crises. After a study of the ques- 
tion, Exner concluded that the vomiting is the result of the gastric 
movements which are controlled by the vagi, and that in some cases 
at least the primary cause is an involvement by the disease of the 
vagus or its centre, and that the pain is secondary to the vomiting. 
It has been shown by animal experimentation that not only is the 
vagus the motor nerve of the stomach, but that its division leads to 
pathological changes in its walls, as ulcers. Exner decided to divide 
the vagi at the cardia, before they gave off their branches to the 
stomach, and, in order to prevent the gastric complications, provide 
a gastrostomy through which a perforated drainage tube could be 
made to pass the pylorus into the duodenum. This was done to over- 
come the pyloric spasm that results reflexly from excess of acid con- 
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tents in the atonic stomach. The operation was performed on two 
cases. On the fourteenth day after operation the first patient began 
to take semisolid food by the stomach, and had no trouble from it. 
Eight days later the drainage tube was withdrawn until it reached 
only into the stomach. It was removed completely three weeks after 
the operation, and the fistula quickly healed afterward. While the 
patient before the operation was taking at least 0.3 grain of morphine 
daily, in the first week after operation she took only 0.03 grain, and 
from that time on did not take any morphine or any other drug having 
a similar effect. The second patient died three weeks after operation. 
The postmortem showed that there was a high grade of marasmus 
of all the organs and a well-encapsulated subphrenic abscess above the 
left lobe of the liver. No organic changes were observed in the stomach. 

The Merits of Suprapubic Prostatectomy.— Squier (Surg., Gynec., 
and Obstet., 1911, xiii, 254), after a consideration of the anatomical 
points, proceeds to the description of the suprapubic operation. The 
bladder should be opened by an incision large enough to admit two 
or three fingers, high up on the fundus of the bladder and close to the 
peritoneal attachment. This favors earlier closure of the urinary 
sinus than if the bladder opening is made low, which favors constant 
escape of urine. Squier does not enucleate the prostate en masse, 
as does Freyer, but each lateral lobe separately. The finger is inserted 
into the internal meatus and is made to break through the roof of the 
urethra. Access is at once given to the proper line of cleavage between 
the lobes, since at this point they lie in close apposition, being separated 
only by the capsule. The enucleation is begun by pushing the finger 
upward and forward, freeing the apex of the prostate from its attach- 
ment to the urethra and the triangular ligament. It is swept around 
the surface, and the lobe is hooked back into the bladder with 
its apex looking upward. Then a little separation of the mass from 
the bladder mucous membrane completes its removal. A similar 
procedure on the other side finishes the removal. The moment the 
prostate has been delivered the anesthesia is stopped. A drainage 
tube is inserted at the upper angle of the bladder wall and the lower 
angle is sutured tight to the tube. The abdominal wound is closed 
by a few figure-of-eight silkworm-gut sutures, one loop approximating 
the fascia and the other loop the skin. The operation done in this 
way can be accomplished in four or five minutes in most cases, and 
the patient need be subjected to complete anesthesia for but two 
or three minutes. A prostate without median outgrowth may be 
enucleated with practically no danger to the floor of the prostatic 
urethra and, therefore, to the ejaculatory ducts. If there is a median 
outgrowth the floor of the urethra posterior to the colliculis is removed, 
but this is of no great moment. By the suprapubic method all opera- 
tive work is carried out behind the triangular ligament, and thus the 
preservation of the external sphincter prevents urinary incontinence. 
The keynote of the situation is that the patient should be trained 
for the risks of the operation, by preliminary nursing and preparation 
of the kidneys. If he succumbs, it is usually from renal insufficiency 
or from shock, and predisposition to this is increased by the length 
of time the patient is under the anesthetic. The indication is for 
the minimum of anesthesia, 
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The Treatment of Gout.—Scumipt (Miinch. med. Woch., 1911, lviii, 
1764) believes that gout is favorably influenced by continuous large 
doses of hydrochloric acid together with iodglidin. The hydrochloric 
acid treatment has been highly recommended by Falkenstein, and 
Schmidt confirms his results. He believes that this therapy is based 
upon a lowered metabolism due to a low gastric acidity or a lack of 
acidity, that may be demonstrated by test meals before the treatment 
is given. Schmidt says that acute attacks may be prevented by this 
treatment and that a strict diet is not essential. He advocates great 
care in the diagnosis of atypical cases of gout. The presence of urates 
may be demonstrated by the z-rays, and the uric acid content of the 
blood should be determined, together with the determination of the 
excretion of the exogenous and the endogenous uric acid. He describes 
simple tests which he believes are reliable. 

The Treatment of Acute Attacks of Gout.—FaLKENSTEIN (Miinch. 
med. Woch., 1911, lviii, 13897) advises the use of injections of local 
anesthetics in the neighborhood of affected joints in acute gout. These 
local injections render the acutely inflamed joints almost painless 
and contribute much to the comfort of the patient. He uses for this 
purpose eusemin, giving one ampoule for mild cases, and two or three 
for the severer cases. Falkenstein discovered the beneficial effects of 
local anesthesia accidentally in the preparation of an acutely inflamed, 
gouty joint for exploratory puncture. The relief to pain was so great 
in this case that he has since made a practice of giving the injections 
for their therapeutic effect. 

The Significance of the Wassermann Reaction in the Treatment of 
Syphilis —Cirron (Therap. Monatsheft., 1911, xxv, 421) considers 
that the Wassermann reaction should be the guide in the treatment of 
syphilis. The test should be made with the original technique. A 
positive reaction indicates active syphilis; a negative reaction indi- 
cates either a latent or a cured case, and a doubtful reaction points 
more to latent disease rather than to a cured case. The Wassermann 
reaction should be repeated at intervals and a positive reaction always 
necessitates active treataent. The success of treatment is indicated 
by a change from a positive to a negative reaction. When treatment 
is instituted early after the infection this effect is obtained in a shorter 
time than when the treatment is delayed. Citron says that salvarsan 
often cures other manifestations of syphilis, but does not always 
result in a negative Wassermann reaction. He believes that some 
form of mercury should still be the mzin reliance for the treatment 
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of syphilis, but that it may often be combined with salvarsan with good 
effects. ‘The Wassermann reaction is an important factor in the treat- 
ment of those patients with either indefinite luetic symptoms or no 
symptoms at all. It is also the only absolute indication to determine 
the length of time of the treatment in individual cases. Citron insists 
that the treatment should be continued until there is a persistent nega- 
tive reaction. He believes that the Wassermann test is also of value 
to indicate the therapeutic effect of various antisyphilitic remedies. 


The Treatment of Hay Fever by Hypodermic Inoculations of 
Pollen Vaccine.—I'reemMan (The Lancet, 1911, clxxxi, 814) reports 
20 cases of hay fever treated by inoculations of pollen vaccine, with 
very beneficial effects in 16 cases. The best results were obtained 
with the use of the vaccine derived from the pollen of timothy grass. 
Freeman says that it is well known that individual patients are very 
susceptible to the pollen of certain definite plants, and the question 
naturally arises whether one kind of pollen vaccine may be more 
active in one case and another in another case. Although this point 
cannot be regarded as settled, it apparently is not so. He found that 
the pollen of Alopecurus pratensis gave good results, but only possessed 
one-quarter the strength of Phleum pratense (timothy grass). This 
ratio between the strength of a phleum extract and an alopecurus 
extract remained constant with different patients. Consequently, 
Freeman does not believe that it is necessary to select different types 
of pollen for the treatment of different patients. In considering the 
cases treated, Freeman says that there seems little doubt that there 
has been a distinct amelioration of symptoms. This improvement 
took several forms—a greater freedom from attack, the attack not 
so severe as in former years, and the attack sooner over, the constitu- 
tional disturbance not so great, and less asthma. The original article 
should be consulted for details of the dosage and the application of 
the treatment. 


The Action of Atophan on the Purin Metabolism.—SrarkENSTEIN 
(Areh. f. Exper. Path. und Pharm., 1911, lxv, 177) relates his experi- 
ments on the action of atophan upon the purin metabolism of various 
animals. He also tested its action in his own case. His experiments 
showed that the increased excretion of uric acid in dogs was coincident 
with a diminished output of allantoin, and that these two factors 
balanced one another. He explains this by a fault in exidation of the 
uric acid to allantoin that normally occurs in dogs. Atophan caused 
a diminution of the uric acid excretion in hens which he attributes to 
a defective synthesis from urea. The experiments upon himself 
resulted in an increased output of uric acid that was transient and 
was followed by a period of diminished excretion. Starkenstein suggests 
the hypothesis that atophan hastens the breaking down of the nucleo- 
proteids that are predestined to be the source of the endogenous uric 
acid. This increases the output of endogenous uric acid temporarily, 
and following this there is a diminished output of uric acid. This 
effect of atophan in hastening the excretion of the endogenous uric 
acid tends to prevent the deposition of uric acid in joints and cartilages. 
The good results obtained by different observers in the treatment of 
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gout may be explained in this way, although more evidence is necessary, 
both experimental and clinical, to support this view. Starkenstein 
does not believe in the theory that atophan increases the permeability 
of the renal epithelium to uric acid by a direct stimulating action 
upon the renal cells. The hypothesis of Starkenstein is not based 
upon sufficient experimental evidence, but if true, atophan will be a 
distinct addition to the therapy of gout. 


The Treatment of Gonorrheal Arthritis with Injections of Tincture 
of Iodine.—HiLpEBRAND (Berlin. klin. Woch., 1911, xlviii, 1410) has 
used 5 per cent. tincture of iodine injected directly into the affected 
joints, and speaks very favorably of this method of treatment. During 
the first few days after the injection a considerable increase of the 
swelling of the joint occurs. This increase, however, subsides rapidly 
after a few days. Pain in the affected joint diminishes and the joint 
soon becomes more movable. Hildebrand says that there is no danger 
of adhesions forming as a result of the injections, and cites a case 
where the condition of the joint was absolutely normal as seen at 
autopsy six months after a series of iodine injections. Hildebrand 
warns against giving the iodine in too large amounts or in too concen- 
trated a form, although he does not specify any definite amount. 

The Activity of the Pancreatic Function Under the Influence of 
Copious and Moderate Water Drinking with Meals.—Hawk (Arch. 
Int. Med., 1911, viii, 382) studied the problem of the influence of 
water drinking at meal times on the activity of the pancreatic function, 
The amylolytic activity of the feces, denoting, according to Wohlge- 
muth, the content of pancreatic amylase present in the feces, was 
taken as the index of the activity of the pancreatic function. The 
amylolytic values for the stools increased markedly during the periods 
of moderate and copious water drinking as compared to the control 
periods. Hawk draws the general conclusion that the ingestion of 
quantities of water at meal time, ranging in volume from } to 1} 
liters, stimulates the pancreatic function in two ways: (1) A direct 
stimulation of the nervous mechanism of the pancreas brought about 
while the water is still in the stomach; and (2) an indirect stimulation 
brought about on the entrance of the increased volume of acid chyme 
into the duodenum. The drinking of water with meals ought, there- 
fore, to bring about a more rapid and complete digestion and absorp- 
tion of the fat and carbohydrate constituents of the diet, two observa- 
tions verified by experimentation in the laboratory. 


The Treatment of Sea Sickness.—Cirron ( Berlin. klin. Woeh., 1911, 
xIvili, 1646) says that veronal is superior to any other drug that has 
thus far been advocated for the treatment of sea sickness. The fact 
that it is often impossible to administer any drug by mouth for this 
affection led him to try the more soluble sodium veronal by rectum, 
He administered tablets of sodium veronal by the rectum, and says 
that a marked improvement in the symptoms occurred within one hour 
after its administration in this way. He also suggests that it may 
be given by rectum in the form of suppositories. It is probable that 
equally good results will be obtained with this remedy in car sickness, 
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The Immediate Effect on the Complement Fixation Test for Lues 
of Treatment with Salvarsan.—Craic (Arch. Int. Med., 1911, viii, 
395) gives tabulated reports of 250 Wassermann tests in cases of 
syphilis of all stages before and after treatment with salvarsan. From 
the analyses of complement fixation tests after the administration 
of salvarsan, Craig believes that the following conclusions may be 
safely drawn. The best results, as regards the disappearance of the 
complement fixation test and the occurrences of relapses, are obtained 
in the treatment of patients in the primary stage of lues, and the poorest 
in the treatment of those in the tertiary stage. Thus, 25 out of 31 
in the primary stage, or 80.6 per cent., gave a negative reaction after 
treatment, while only 12 out of 22 in the tertiary stage, or 54.9 per 
cent., resulted negatively. The results in the secondary stage were 
also good as measured by the Wassermann test, since this test became 
negative in 100 of 135 second stage cases, a percentage of 74. Craig 
says that the complement fixation test disappears more rapidly after 
treatment with salvarsan in the tertiary stage of lues than in either 
the primary or secondary stage of the disease. However, he is only 
comparing the negative reactions of the 12 tertiary cases with the 
125 of combined primary and secondary cases. The reaction in Craig’s 
experience has disappeared during the second, third, and fourth 
weeks after treatment in the vast majority of the negative cases. 
The prognosis, both as regards the disappearance of the reaction and 
the occurrence of relapses, is dependent upon the strength of the 
reaction. It is most favorable in patients with a plus-minus reaction, 
and least so in those giving a double plus reaction. As regards the 
method of administration of salvarsan, the best results have been 
obtained in his experience from the intramuscular injection of the 
alkaline solution, and the poorest from the use of the neutral suspen- 
sion. In justice to the intravenous method, however, it should be 
stated that a smaller number of cases have been tested, and it may 
be that this method will prove as efficient as the intramuscular. The 
complement fixation test reaction disappears more rapidly after the 
intravenous administration of salvarsan than after the intramuscular 
administration. As regards the disappearance of the complement 
fixation reaction, better results were obtained in patients who had 
previously received mercurial treatment than in those who had not, 
but the time of disappearance of the reaction was little affected. The 
great superiority of salvarsan over mercury as a specific remedy 
was shown in the rapid and apparently permanent disappearance 
of the reaction, after one or two injections of the drug, in patients 
previously treated for one, two, or three years with mercurials, and 
in whom the reaction had remained. The complement fixation test 
is of the very greatest value as a guide to treatment with salvarsan, 
and it is the only method we possess of determining whether lues is 
actually cured by any therapeutic agent. Finally, Craig believes 
that the data recorded in this paper eloquently sustained Ehrlich’s 
modest claim that the introduction of salvarsan marks a considerable 
advance in the therapy of syphilis, an advance which is not due to 
accident, but to the result of systematic experimental work. 
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Mediastinal Causes of Chronic Cough in Children.—Herrneri 
FRENCH (Brit. Med. Jour., 1911, clxxxi, 757) calls attention to the 
many cases of chronic cough in children which are not relieved by 
medication, and which show no obvious physical signs. These cases 
are often attributed to adenoids and enlarged tonsils, but a large 
number of them are due to enlarged glands at the bifurcation of the 
trachea. This enlargement is usually chronic and often tuberculous 
The gland immediately below the right bronchus is affected more 
often than that on the left side. The phrenic nerve is occasionally 
found displaced by the enlarged gland, and through its irritation adds 
to the coughing. In a number of cases the enlarged gland can be 
demonstrated by the x-ray. French reports the case of a girl, aged 
seven years, who, though apparently healthy, had had a cough for 
many months. Examination of the chest was negative, but an x-ray 
of the thorax showed an abnormal, bulging shadow at the root of the 
right lung, which corresponds to the site of the bronchial glands. It 
is important to realize this cause in prolonged and inexplicable cough- 
ing, as most of these glandular enlargements are tuberculous. This 
condition would indicate general hygienic treatment and protection 
from food or cow’s milk infected by tuberculous products. 


Otitis Media from the Rubber ‘Pacifier’.—W. H. Bowen (The 
Lancet, 1911, elxxxi, 758), after a long observation of infants in the East 
London Hospital for Children, believes that many cases of otitis media 
in infants are caused by the rubber “ pacifier’ or “comforter.”’ The 
class of cases he refers to is composed of fairly healthy infants with no 
attendant infectious disease and with no evidence of adenoids with which 
to explain the otitis media from which they suffer. As otitis media is 
usually the result of oral sepsis from mouth breathing due to adenoids, 
or from an attendant infectious disease, it is fair to argue from analogy 
that the class of case under discussion is the result of oral sepsis intro- 
duced by the “comforter.”” This article, usually of rubber and attached 
to the infant by a string or tape, when not in the infants mouth comes 
in contact with all sorts of unclean things. Being usually moist when 
dropped, particles of all sorts easily adhere. It is usually reinserted in 
the infant’s mouth without being cleansed. There is also a lamentable 
practice among some baby tenders to give the “comforter” a prelim- 
inary “suck” before putting it into the baby’s mouth. It can be 
plainly seen how easily the child’s mouth may become infected in this 
way. The “comforter” is at fault only in so far as it introduces sepsis 
leading to catarrhal processes, which spread by the tube to the middle 
ear, although giving very little, if any, evidence in the mouth, oro- 


| 
ag 
‘ig 
la 


* 


910 PROGRESS OF MEDICAL SCIENCE 


pharynx, or nasopharynx. Given a “comforter” which is cleaned regu- 
larly, never allowed to touch anything dirty, and never placed in the 
mouth of anyone but the infant, the septic element is eliminated, 
but this condition of affairs rarely maintains. Where suppuration 
occurs without this “comforter” to hold as the responsible cause, the 
cases will be found to be few in number and the cause possibly due to 
oral sepsis from other causes. 

Investigations on Children and Spouses of Paralytics.—I. PLANT 
and M. H. GorErinG (Miinch med. Woch, 1911, lviii, 1959) derived the 
material for their investigations from 54 families, and examined 46 
spouses and 100 children of paralytics. In 42 cases the husband was 
paralytic, in 12 cases the wife. In the 54 families there have been 
244 births; 49 of which were miscarriages or stillbirths; 65 died in 
infaney, and 130 survived; and from these 130 children, 100 were 
chosen for examination. Of the children, 26 gave a positive Wasser- 
mann reaction, and 6 were suspicious, making a probable total of 32 
children infected. The majority of these children were under fifteen 
years, so that it is improbable that they contracted the disease in the 
usual manner. The Wassermann test was positive in 32.6 per cent. 
of the spouses, the wives of paralytics showing 31.6 per cent., and the 
husbands of paralytics showing 37.5 per cent. positive. Of the 100 
children, 45 showed physical or psychic stigmata of the disease. Es- 
pecially frequent were the pale, weak, underdeveloped, children with 
all sorts of psychopathic impulses, but with no physical signs of central] 
nervous disease. They were almost all timid, shy, whining children, 
subject to outbursts of rage and an unsound sleep. Twelve such chil- 
dren suffered from severe headaches. The mentality of this class was, 
however, good. A disposition to lying and stealing was only found in 
4 cases. Convulsions during dentition were found in 32 per cent. of 
the positive cases. Hutchinson’s teeth were found in 3 cases and 
keratitis in 2 cases. Syphilis was diagnosticated clinically in 22 out 
of the 32 cases with positive Wassermann reactions, and in 23 of the 
68 children giving a negative reaction. The question of how long after 
the apparent cessation of the disease in the parent it can be trans- 
mitted to the child is suggestively answered by the histories of 11 
families, among whom were 24 children. Five of these showed a posi- 
tive Wassermann, and of the 5, 1 was born syphilitic four years after 
the apparent termination of the disease in the parent; 2 were born 
seven years, | nine years, and 1 twelve years after the termination. 
Syphilis in the father takes precedence over that in the mother, so 
far as the transmissibility of the disease to the chilaren is concerned. 
Among the children with negative reactions the time from the father’s 
infection to the birth was from one to twenty-five years. Out of 11 of 
this class born less than twelve years after the parent’s infection, 
7 showed physical or psychical stigmata of the disease, while 8 children 
born after the twelve years limit were found to be sound in these 
respects. In the 100 cases syphilitic processes in the central nervous 
system were found in 6 instances, all of which gave the positive Wasser- 
mann. Four had paralytic mothers, and 2 had paralytic fathers. 
It appears that these changes are more common in syphilis originating 
through the mother than through the father, Unfortunately, in the 
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majority of all these cases syphilis was not thought of or diagnosticated, 
and the specific treatment not given. This was also the case among the 
infected mothers. There is therefore a large field for improvement 
in the diagnosis and treatment of conditions in children which arise 
from inherited disease in the parents. 


The Therapeutics of Habitual Vomiting in Infants——Hans Hann 
(Medizinisch. Klin., 1911, vii, 1452) offers a method of treating habitual 
vomiting in infants. This type of vomiting consists in repeated vomit- 
ing of food after each feeding, accompanied by no other symptoms 
referable to the stomach or intestinal tract. This condition, however, 
is difficult to differentiate from pylorospasm in some cases. In habitual 
vomiting, however, the peristaltic waves and the rigidity of the stomach 
wall, together with the pyloric tumor, are absent. Pylorospasm occurs 
usually during the first six weeks, while habitual vomiting occurs later. 
The theory is that the two conditions may be associated, or that the 
vomiting is due to hyperesthesia of the gastric mucous membrane 
of nervous origin. Clinically this form of vomiting may have to be 
differentiated from that of meningitis or peritonitis. In the treatment 
of habitual vomiting a reduction in the quantity of the feeding and the 
administration of nourishment with a low fat content is usually not 
successful. Nor is the employment of gastric lavage or the use of 
narcotics or anesthetics in the form of the bromide, cocaine, eucaine, 
protargol, or belladonna, followed by any better result. Even the return 
to breast milk in the typical cases gives no relief, and the child loses 
weight rapidly and drifts into inanition. It was observed that in such 
cases some mothers began early to feed their infants on a food of 
greater consistency than milk, such as ground grits and zwieback 
in milk, with good results. It was also observed that infants and chil- 
dren without appetite during convalescence from severe illness, or 
while suffering from chronic conditions, such as tuberculosis, would 
accept and thrive under a food of greater consistency, while refusing 
to take liquid diet. Hahn, therefore, tried this form of feeding on cases 
of habitual vomiting and had very good results, the vomiting often 
ceasing almost immediately. In some cases the same result was attained 
in a short time, in others the frequency of the vomiting was greatl) 
reduced. The infants gained in weight and general appearance. 
The food was prepared by making a porridge of milk and about 5 or 
6 per cent. ground grits, so that one liter of the porridge represented 
about 1000 calories. This amount was divided into 5 or 6 portions for 
a day’s use, so that each feeding represented about 100 calories per kilo 
of body weight. The same good results were obtained in older children 
by a change to potato porridge and by adding crumbs of zwieback 
to the milk. The good results of this form of feeding are probably 
due to the mechanical action of the more consistent mass on the 
tendency to contraction of the stomach wall, making it more difficult 
for the stomach to reject its contents. 


The Treatment of Diphtheria.—F. Horscu ( Deut. med. Woeh., 1911, 
Xxxvil, 1683) reviews the changes that have taken place during the 
last few years in the methods of treating diphtheria. Lately, F. Meyer 
has claimed, and apparently proved, that much larger doses of anti- 
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toxin can be given with greater benefit than was heretofore believed 
possible. He has in very severe cases injected at one time as high as 
50,000 units, preferably by the intravenous method. In addition, in 
cases of low blood pressure and collapse, he utilizes Heidenhain’s 
method of injecting adrenalin-normal saline solution intravenously. 
Both Pospischill and Eckert have reported saving apparently hopeless 
eases by enormous doses of antitoxin given intravenously. Hoesch 
has tested these new methods, first laying stress on the primary im- 
portance of using the antitoxin at the earliest possible moment, since 
his tables show a steadily increasing mortality associated with an 
increasing interval between the incidence of the disease and the admin- 
istration of the antitoxin. With one exception, Hoesch has never 
seen a severe grade of diphtheria in a child which had previously been 
given an immunizing dose of antitoxin, and he believes the practice 
of giving immunizing doses to exposed individuals to be highly desirable. 
The intramuscular and intravenous method of giving antitoxin is an 
improvement over the old subcutaneous method and brings more 
rapid results. This was shown by Berlin in 34 intravenous injections, 
in which the temperature was greatly reduced within twenty-four hours, 
and in 28 similar cases, in which a marked general improvement was 
observed on the second day. Morgenroth has reported similar good 
results from the intramuscular method. In Hoesch’s series of 325 cases, 
part treated by the intravenous, part by the intramuscular method, 
there were 52 deaths, or 16 per cent. Of the 273 intramuscular cases, 
33, or 12 per cent., died. Of the 45 intravenous cases, 19, or 42.2 per 
cent., died. Of the 307 cases treated the previous year by the subcu- 
taneous method, 42, or 13.6 per cent., died. The fact that the intra- 
venous method was used mostly in those cases which were deemed 
hopeless with the other methods, explains the apparently high mortality 
with this method. With the intramuscular and intravenous methods 
the results were noticeable: much quicker than with the old method, 
especially in the effect on single symptoms, such as fever, pulse, and 
membrane. With the possible exception of nasal diphtheria, Hoesch 
found no better results from the intravenous than from the intra- 
muscular method, and as the former is often impossible of application 
in many cases and attended by difficulty in private practice, the latter 
method of late has been the choice proceeding. That the serum, 
especially in large doses, acts detrimentally on the heart and kidneys 
is denied by Baginsky and Heubner, in which decision Hoesch agrees. 
He also found no advantage in any way in giving larger doses than 
heretofore in the milder forms of the disease, and therefore gives only 
1200 to 2000 units in mild cases. He found practically the same results 
in the more severe cases, the larger doses, 3000 to 6000 units, having 
no quicker or stronger effect than the smaller doses. Almost all the 
vases usually showed increased rate, irregularity, and weakness of the 
pulse. It was found that the more highly immunized cases usually 
showed a fairly severe degree of changes in the pulse, many of which 
remained apparent for long periods of time. The larger doses had also 
no different effect than the smaller in the laryngeal, severe nasal, and 
septic forms, and stress is laid on the fact that it is the promptness 
of its use rather than the size of the dose which counts most. Hoesch 
finally concludes that the higher doses do not reduce the mortality 
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below that of the usual doses. If 4000 units are of no avail, then higher 
doses will leave no better effect. Repeated doses in larger quantities 
and total doses up to 27,000 units in all the more severe forms have 
never shown any better results than the more moderate doses. The use 
of adrenalin intravenously is only justified after all other usual measures 
of stimulation fail. Normal saline solution, intravenously, is of no 
benefit in cardiac trouble from diphtheria. Caffeine and camphor 
have proved the best stimulants in this condition. 


OBSTETRICS 


UNDER THE CHARGE OF 
EDWARD P. DAVIS, A.M., M.D., 


PROFESSOR OF OBSTETRICS IN THE JEFFERSON MEDICAL COLLBGE, PHILADELPHIA. 


The Treatment of Antipartum Hemorrhage.—Herman ( British 
Med. Jour., September 30, 1911) believes that the hemorrhages of 
pregnancy are made possible by the existence of the placenta. Hence 
the treatment of this hemorrhage must be conducted with reference 
to the management of the placenta. So far as accidental hemorrhage 
is concerned, he believes it of great importance to distinguish between 
internal and external hemorrhage, which he styles concealed and 
revealed. In external or revealed hemorrhage, the vessels are torn 
near the edge of the placenta. The blood separates the chorion from 
the decidua and escapes through the os uteri. This process differs 
in duration with different cases, and if the blood escapes slowly it will 
clot, and the discharge will be a serous, watery fluid. Revealed hemor- 
rhage is far less dangerous than concealed hemorrhage, and is by 
no means infrequent during pregnancy. In probably less than one 
case in 100, some form of accidental hemorrhage takes place. In 
concealed hemorrhage, the utero placental vessels are torn through 
in the central part of the placenta and blood is effused between the 
placenta and the uterus. Where the edge of the placenta is not de- 
tached, the blood which remains between the uterus and placenta 
bulges out the uterine wall into a hard, firm tumor. The uterus will 
readily become distended gradually, but sudden distention produces 
great pain and often shock, the amount of collapse being out of pro- 
portion to the amount of blood poured out. In some eases, this blood 
remains in its original situation until delivered, but more often when 
the hemorrhage is at first internal, the effused blood overcomes 
the adhesion between the placenta and uterine wall, and escapes 
externally. The pressure on the uterine wall and the effused blood 
weakens the contractile power of the uterus and favors dangerous 
postpartum hemorrhage. Herman does not believe that tamponing 
the vagina tightly is an efficient or correct treatment for such hemor- 
rhage. As the vagina is a dilatable canal, no tampon remains tight 
very long, and the effort to make it so results in great pain and suffer- 
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ing to the patient. The one benefit derived from the tampon is the 
fact that it stimulates the uterus to contract, and thus assists in bring- 
ing about the termination of pregnancy. Herman believes that press- 
ure upon a dilated bag is best in these cases, and that the silk bag 
of Champetier de Ribes is best for this purpose. In every variety 
of bleeding from the placental site the natural way to check this bleed- 
ing is by uterine contraction. While the uterus cannot perfectly con- 
tract until it is empty, the tension within the uterine wall is imme- 
diately lessened by rupturing the membranes. A tight abdominal 
binder may also be of some assistance. If the pelvis is ample, and the 
child small, remedies addressed to stimulating uterine contraction 
may be given. In cases where hemorrhage is severe, and the os uteri 
so little dilated that the patient’s life will be probably lost before 
delivery can be effected, abdominal hysterectomy is advised. Herman 
suggests opening the abdomen, tightening the ovarian and _ uterine 
arteries on both sides, then emptying the uterus and performing 
hysterectomy, leaving the ovaries if they are normal. If the patient 
is a primipara, he suggests Cesarean section, leaving the uterus, 
but tightening the uterine arteries before opening the uterus. He is 
strongly opposed to rapid opening of the cervix in placenta previa 
by any form of dilator or by vaginal Cesarean section. In placenta 
previa he would bring down the leg and breech of the child by the 
Braxton-Hicks method and wait for the spontaneous expulsion of 
the fetus. In placenta previa cases admitted to hospital he would 
use the waterproof-silk bag, and, if necessary, he would tie the uterine 
arteries through the vagina. The writer states that he is told, although 
he has no personal knowledge of the matter, that in America the 
uterine arteries have been repeatedly ligatured from the vagina in 
cases of placenta previa without any harm resulting, and the same 
statement is repeated later in his article. This procedure, he says, 
has been successful in America, and he thinks should be adopted. 
We supposed that the time had come when radical and extraordinary 
surgical procedures were not necessarily referred to America and 
Americans. We are not aware of such a practice among American 
obstetricians, and in the recent discussion upon placenta previa, 
at the last meeting of the American Gynecological Society, May, 1911, 
this procedure was not even mentioned. We fail to appreciate the 
benefit or the necessity of the procedure advised by Herman, namely, 
ligating the uterine arteries before opening the uterus in performing 
Cesarean section for placenta previa. In our experience there is 
far less hemorrhage in Cesarean section for placenta previa than in 
other methods of delivery. The uterus can be immediately tamponed 
to advantage when emptied, and postpartum hemorrhage has not 
occurred in three cases upon which we have operated. Herman also 
objects to the vaginal tampon because of the danger of infection 
by its hurried application in private houses. His warning is timely 
and is abundantly borne out by other writers. We believe that the 
majority of opinions today upon this subject are as follows: Ina preg- 
nant patient who is not at term, should hemorrhage occur from separa- 
tion of the placenta, whether it be a private patient or not, treatment 
consists in dilating the cervix sufficiently, if necessary, to rupture the 
membranes, followed either by the insertion of the bag or the bringing 
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down of the leg and breech of the child. In every case no effort should 
be made to pull the bag or the child through a partly dilated cervix. 
The patient should be stimulated and the bag or the child should be 
expelled if possible by uterine contractions. This treatment can 
usually be carried out, although at considerable risk, in a private 
house. All cases, however, of severe hemorrhage complicating preg- 
nancy should be transferred to hospital, if possible, because of the 
danger of infection and the probable necessity for some sort of inter- 
ference. Where the child is at term and in good condition, or where 
the cervix is so tightly closed and firm that efforts to dilate it would 
be followed by serious laceration, the uterus should be emptied by 
section. In primiparous patients in good ceqndition the uterus should 
be closed and retained. In multiparous patients not in good condition, 
hysterectomy should be performed. 

Cervical Implantation of the Placenta, with Rupture of the Uterus; 
Hysterectomy; Recovery.—GoopMan (Jour. Amer. Med. Assoc., 
October 14, 1911) reports the case of a multipara, aged twenty-eight 
years, who during pregnancy had repeated attacks of pain in the 
right lower portion of the abdomen. After one of these attacks, which 
was especially severe, the patient had syncope, distention of the abdo- 
men, and a failing pulse, with great pain. On examination, the patient 
was blanched, the abdomen distended with fluid, and the pulse imper- 
ceptible. Very faint fetal heart sounds could be heard. On vaginal 
examination, there was tenderness and bogginess in the vaginal tissues 
about the cervix. A provisional diagnosis of ruptured ectopic gesta- 
tion was made, and the patient taken to the hospital, and section 
performed. On opening the peritoneum, fluid and clotted blood was 
found and a large fluctuating tumor, which seemed to be wedged 
into the pelvis. This proved to be a pregnant uterus, with a thinned 
anterior wall which had ruptured near the left broad ligament. The 
appendages were normal in appearance. Hysterectomy was _per- 
formed, and it was found that the placenta was attached very low 
down at the upper extremity of the cervix. The uterus was delivered 
with the placenta attached and the abdomen closed without drainage. 
The patient made a prompt recovery. On further examination, the 
pelvis was not contracted, and on examining the specimen, it was 
found that the lowermost portion of the uterus showed chorionic 
villi lining the uterine canal. The placenta began just below the 
insertion of the uterine vessels, and the placental site was below the 
isthmus; its development took place within the cervical canal. As 
pregnancy had reached a period of five months, there was not room 
for the uterus to expand, and the uterus had ruptured where its wall 
had been thinned by the chorionic villi. 


Salvarsan in Pregnancy and the Puerperal Period.—LaNnGes (IWven. 
med. Klinik, No. 20, 1911) reports the results of treatment by salvarsan 
in 8 pregnant women and 12 puerperal patients, in whom the Wasser- 
mann reaction was positive. The remedy was given by intravenous 
injection in doses of 0.3 gram, and by subcutaneous or intragluteal 
injection in doses of 0.3 gram to 0.6 gram. The intravenous injec- 
tions gave rise to no unpleasant effects, except slight fever lasting 
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a few hours. The other two methods caused infiltration and pain. 
The Wassermann reaction showed that the intravenous method is 
more prompt and efficient. The 8 pregnant patients were all in the 
latter part of gestation, and in them the specific process was latent. 
In 5 cases one injection sufficed, and in 3 a second was given. The 
injections did not bring on labor, and the child showed no evidence 
of syphilis, the characteristic reaction being absent. There was one 
case of syphilis of the nervous system which had been treated out- 
side of the hospital and in whom labor came on twenty-four hours 
after the treatment. The fetus was seven months advanced, macer- 
ated, and syphilitic. Among the puerperal cases, 8 had latent syphilis, 
one secondary; one patient had been delivered of a seven months’ 
macerated fetus; one had aborted at five months; the others had gone 
to term, but one child having a positive reaction at birth, and one 
dying from syphilitic pemphigus. The indirect treatment by salvarsan 
was effective in the case of the child giving a positive reaction, for 
the reaction changed at the end of three weeks. It is evident that 
the remedy cannot be given too early in pregnancy when symptoms 
of syphilitic disease are present. To prevent abortion and secure 
the birth of a healthy non-specific child, the treatment should be 
followed by mercury and the reaction used to note the result of the 
treatment. These observations would reverse Colles’ law, that mothers 
of specific children are immune if symptoms are absent. The serum 
test shows that such mothers are to be considered as infected. 


Shall Portions of Placenta Retained after Full-term Labor Be 
Removed or Allowed to Remain?—H6rMann (Monatssch. f. Geburts. 
u. Gyndk., 1911, Band xxxiv, Heft 4), considers this question at some 
length and discusses Winter’s paper, in which the view is expressed 
that the retention of pieces of placenta aside from the membranes, 
or pieces of the ovum, may occasion severe infection. In his experi- 
ence he has seen no case in which the emptying of the uterus by 
artificial means, and the removal of retained placenta, has converted 
a mild into a severe fever, or caused the death of the patient. On 
the contrary, 2 fatal cases under his observation perished through 
excessive loss of blood because delay was practised in removing the 
retained placental portion. He believes that it is not so much the 
danger of infection as the perils following hemorrhage which indicate 
the prompt and complete removal of retained portions. Every puer- 
peral patient who has retained placenta is in danger of severe bleeding, 
and should be considered as in a critical condition. In 36 cases, such 
material was removed by the fingers in 23; by the dull curette in 6; 
by placental forceps in 3; by the uterine tampon in 1; and by irrigation 
of the uterus in 3. The greater portion of cases having retained parts 
of placenta recover without fever—in the Kénigsburg clinic, 59 per 
cent. Severe infection may accompany such cases, which must be 
referred to the retained placenta. The proposition to await the sponta- 
neous expulsion of this material is not practical, for in 80 per cent. 
hemorrhage obliges the physician to interfere. An additional means 
of diagnosis would be a bacteriological examination in each case to 
determine the presence of infection and the nature of the infective 
germ before deciding upon operation. 
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Suicidal Tendencies of Gynecological Origin.—Bossi (Zentralbl. f. 
Gyndak., 1911, xxv, 1265) believes that not less than 50 per cent. of 
the cases of suicide among women are of gynecological origin. By 
this he does not mean that the gynecological lesions are necessarily) 
the fundamental cause, but that they release the trigger, so to speak, 
and actuate a tendency which by their mere presence they have accen- 
tuated. He has not found it to be the severe, or even the painful 
conditions that produce most of these cases. Suicidal tendency is 
not especially marked among sufferers from carcinoma, even though 
aware of the hopelessness of their condition, nor in cases of large cysts 
or fibroids, or of painful adnexal disease. It is, on the other hand, 
seen most markedly in patients suffering from chronic infectious 
metritis, especially when this is combined with uterine displacements. 
Bossi believes that retroversion and angulation of the uterus, with 
consequent infectious endometritis, is responsible for most of the 
cases of suicidal tendency of gynecological origin, and he considers 
this attributable entirely to the toxemia caused by the infection. 
This explains also the well-known fact that a suicidal tendency, 
where it exists at all, is always especially strong at, or just before, 
the menstrual periods. In addition to the general psychic unbalance 
present at these times there is an increased congestion of the genital 
organs, and a consequent increased production of toxic substances 
owing to the increased blood supply of the organs in question. In- 
creased quantities of these toxins are therefore thrown off into the 
circulation at these times, and are carried to the nervous centres. 
The effect of this is frequently sufficient to cause a temporary com- 
plete loss of mental balance, and to drive the subject to the accomplish- 
ment of an act which would be repulsive to her at any other time. 
The proper treatment of the gynecological condition in these cases 
Bossi considers to be a certain prophylaxis against this occurrence, 
and he quotes in illustration a number of most striking cases of women 
who had made repeated attempts at suicide, some of whom had been 
confined for long periods of time in institutions on this account, who 
were completely cured by operation, and were able to again become 
useful members of their families. 


Painful Nephritis and its Surgical Treatment.—Rocuer (Lyon 
Chirurgical, 1911, vi, 249) divides cases of nephritis associated with 
pain into two general classes: (1) Those in which suppuration of the 
urinary passages is present, and the urine contains pus. (2) Those 
in which there is no infection, or at most an insignificant one; the urine 
is clear, or if at times a cloudiness is present this is due to urates, 
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phosphates, etc., and not to pus. Many of the cases in class (1) are 
probably merely ones of pyelitis or pyelonephritis, in which pain is 
the rule, and these are to be sharply differentiated from class (2). 
These cases of slight suppuration are interesting, however, as generally 
the pain is not proportional to the amount of suppuration. It is prob- 
ably due in these cases to the action of an intermittent congestion 
of a chronically inflamed kidney beneath a capsule which constricts 
it, or to the existence of a fibrous perinephritis which prevents free 
motion of the kidney in respiratory or abdominal movements. Gener- 
ally, one or both of these conditions is found at operation. In the 
second category there is no marked infection, and the pain must, 
ther« “ore, be considered more purely nephritic in origin. It may be 
dull and constant, or sharp and shooting in character, and in all cases 
reported by Rochet was limited to one side. He reports 10 cases 
of this condition in all, 3 of these falling in class (1), the others in class 
(2). In 2 of the latter, both occurring in young girls, an interesting 
condition was found, in that in each case urine from the affected side 
produced tuberculosis in guinea-pigs, and yet at operation, the kidney 
appeared perfectly normal. In both cases nephrotomy was performed, 
but no tuberculous lesions found. The surfaces of the kidney were 
in each case brought together by sutures; both patients made a good 
recovery, both have been entirely relieved of their pains, and neither 
has developed any signs of tuberculosis. One case has gone through 
a normal pregnancy, and has been under observation for three years 
since operation. The 3 cases falling in class (1) showed the presence 
of dense adhesions and thick, fibrous masses around the kidney. In 
the other 5 cases no definite cause for the pain could be found; in 1 
no demonstrable renal or perirenal lesions were present; in 1, there 
was a slight sclerosis of the perirenal tissue; in 1 there was merely 
an interstitial nephritis, and in 2 the kidney was large, congested, 
the color of wine dregs, and showed subcapsular strangulation. The 
operations employed in the treatment of these 10 cases were as follows: 
“Decortication” (removal of fatty capsule), 2; decapsulation, 2; 
nephrotomy, 5; nephrectomy, 1. All cases were cured symptomatically, 
all but 1 having been followed from one to five years since operation. 
In nearly all cases albumin was present in the urine of the affected 
side before operation; since operation, this has in most of the cases 
persisted, but in decreased amount. It is suggestive that, of the 7 
cases of the second class, 6 occurred in women of dicidedly neurotic 
tendency. 

Use of Silver Wire in Nephrotomy.—The results of a series of experi- 
ments on dogs, in which nephrotomy was performed by the use of 
silver wire instead of the knife, are reported by DerGe and E. K. 
CuLLEN (Surg., Gyn., and Obstet., 1911, xiii, 365). Their technique, 
the various steps of which are illustrated by Brodel’s incomparable 
drawings, is to pass a No. 3 or No. 4 silver wire, by means of a suit- 
able needle, into the pelvic portion of the kidney, and then by a see- 
saw motion to gradually draw it out through the kidney substance 
to the surface, firm countertraction on the kidney being made by an 
assistant. In this way, the entire kidney, or as much of it as is desired, 
may be laid open, according to where the needle is introduced and 
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brought out. Derge and Cullen claim that much less hemorrhage 
is caused by this method than by the use of the knife, since many of 
the branching vessels are rather pushed aside by the wire than cut 
through, the cut being made in the direction in which they slope by 
a smooth, vielding surface, whereas the sharp, hard edge of the knife, 
passing in the reverse direction, simply cuts through all vessels in 
its path. This claim is supported by two series of experiments, 
in one of which transverse, in the other longitudinal cuts were 
made in the kidneys. It was found by accurate measurement of 
the hemorrhage for a period of twenty seconds that in both series the 
ratio of the amount of hemorrhage in the wire-cut to that in the knife- 
cut eases was about 1 to 2. In the former the hemorrhage was almost 
entirely venous, with very rarely a small spurting vessel, and was easily 
controlled by mere approximation of the surfaces, or by hot gauze; 
in the latter, spurting vessels were often seen on the cut surface, and 
at times compression of the artery had to be resorted to to control 
the bleeding. One month after operation the dogs were killed, and 
the kidneys examined microscopically. It was found in all cases 
that the infarct, and consequent destruction of kidney substance, 
occurring after the knife operation was much larger than after the 
use of the wire. In conclusion, a series of cases are reported in which 
this method has been used on human subjects by Halsted, Kelly, 
and T. S. Cullen, with, on the whole, very favorable results so far as 
hemorrhage is concerned. 


End Results of Nephrectomy in Renal Tuberculosis.—Israr (Folia 
Urologica, 1911, vi, 257) presents his conclusions based upon the 
study of 1023 cases of nephrectomy for renal tuberculosis, 170 of 
these being cases of his own; the information concerning the others 
was obtained through personal communication with some twenty 
of the best-known European urologic surgeons. His most important 
conclusions drawn from this large material may be summarized as 
follows: There is no spontaneous cure of renal tuberculosis; tuber- 
culin treatment does not cure it; the only thing that does cure it is 
early nephrectomy. The total mortality, 7. ¢e., both “early” (within 
six months of operation) and “late,’’ amounts to 25 per cent. of all 
cases operated on, so that three-fourths of the patients are saved by 
the operation. Nephrectomy in cases of unilateral tuberculosis pre- 
vents its development in the opposite kidney in most cases, but a 
healthy kidney will become infected from a tuberculous one which 
is not removed much more frequently than from any other focus. 
In bilateral kidney tuberculosis nephrectomy should be done only 
where there is severe destruction of one organ with only an incipient 
affection in the other, associated with frequent, severe hemorrhages, 
or intolerable pain. In cases of unilateral tuberculosis associated 
with Bright’s disease, nephrectomy should be done only if the danger 
from the tuberculous kidney seems to be greater than that from the 
lack of secreting parenchyma. Toxic conditions of the opposite kidney, 
other than Bright’s, generally clear up after a nephrectomy. — In 
unilateral tuberculosis the bacilli disappear from the urine in three- 
fourths of all cases, this being determined by inoculation. They may 
persist, however, without producing symptoms for as long as seventeen 
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years, these patients being comparable to typhoid carriers. The 
bacilli disappear more frequently than does the inflammation of the 
bladder mucosa, which is completely cured in but 43.5 per cent. of the 
cases. Tuberculosis of the ureter will be cured spontaneously after 
nephrectomy in the majority of cases; ureteral fistula develops in 
11.5 per cent., but nearly always closes within four years. The method 
of treating the ureter does not seem to have any marked influence 
on the frequency of fistula formation. A subsequent pregnancy has 
no more effect on the remaining healthy kidney than on the kidneys 
of normal individuals, but neither men nor women should be allowed 
to marry after operation until a permanent disappearance of tubercle 
bacilli from the urine has been demonstrated. 

Instrumental Dilatation of the Ureter.—Since the opening of the 
ureter into the bladder is the narrowest part of its course, it is here 
that the chief obstacle is presented to free drainage in cases of infection 
of the upper portions of the urinary tract. By means of his aéro- 
cystoscope, Ketity (Can. Med. Assoc. Jour., 1911, i, 849) has been 
able to pass graduated bougies in the course of one or several sittings 
into the ureteral orifice, and to thereby dilate this up to°6.75 mm. 
in diameter. For the larger sizes he uses chiefly olive-tipped bougies 
graduated in thirds of a millimeter. In addition to being of use in 
the treatment of pyoureter and pyelitis, this procedure can be utilized 
to obtain the passage of a stone per vias naturales, Kelly employing 
for this purpose an alligator forceps which he passes for 5 cm. or 
more up the dilated ureter to grasp a stone which is out of sight, but 
which has been previously located by x-rays, sound, or wax-tipped 
bougie. 
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Extramammary Paget's Disease.—M. B. (Journal of 
Cutaneous Diseases, August, 1910) gives an interesting paper on this 
rare disease, illustrated by cases and personal observations on histo- 
pathology. Of the 18 cases referred to, no less than 9 occurred on the 
external genitalia, and 5 affected the glans penis. It will thus be 
noted that this disease is by no means to be regarded as confined 
exclusively or largely to the female breast and nipple and areola in 
particular, as first described by Paget, and subsequently designated 
by other writers as “Paget’s Disease of the Nipple.” The patho- 
logical anatomy is entered into with original observations, illustrated 
by microphotographs. 
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Imagined Parasites, Atoxyl, Blindness.—JuaNn pe Azua (Revista 
Clinica de Madrid, November 1, 1910) reports the case of a physician 
who was addicted to morphine and cocaine, the latter suggesting to 
him the idea of parasites upon the skin. First, mercurial inunctions 
were employed for the imagined parasites, followed by stomatitis, 
then for thirty-three days injections of atoxyl, which was followed 
by total blindness (papillary atrophy). 

Rhinoscleroma Cured by X-ray Treatment.—S. Po.Liirzer (Journal 
of Cutaneous Diseases, August, 1910) records an instance of this dis- 
tinectly rare disease (very seldom encountered in the United States), 
occurring in an Austrian woman, which was cured by the z-rays, 
three years having elapsed after cure without recurrence. Distinct 
improvement was recorded two weeks after beginning the treatment. 
(Cases of cure by other observers, especially in Austria, have been 
recorded from time to time during the last decade.—L. A. D.) 


The Treatment of Erythematous Lupus with the X-rays.—Mosere 
(Archiv f. Dermatologie u. Syphilis, Band evii, Heft 1 to 3) has treated 
18 cases of erythematous lupus of varying degrees of severity with 
the x-rays, and is thoroughly convinced that this agent has an un- 
doubted effect upon the disease. It does not exert a specific effect 
upon the malady such as it exhibits in epithelial new formations, such 
as verruca and epithelioma; and in order to obtain effects superficial 
or deep destruction of the treated parts must be produced. In 6 out 
of the 18 cases treated a cure without recurrence was obtained; a cure, 
but followed by recurrence, in 4 cases; in 6 cases, while the cure was 
not complete, a very inconsiderable portion of the disease was left; 
in the last 2 cases the favorable effect of the treatment was quite clear, 
but the patients ceased attendance too early. The author is quite 
convinced that, although by no means an ideal treatment, the 2-rays 
have a very important place, along with other local treatment, in the 
therapeutics of this most obstinate disease. 

Eczematoid Ringworm.—Wuitt ELD (British Journal of Dermatology, 
February, 1911), under the title, “Some Notes on Tinea Circinata,” 
calls attention to a form of ringworm occurring on the hands and feet 
which is usually indistinguishable from an acute vesicular eczema 
without the aid of the microscope, and which is, in consequence, very 
liable to be mistaken for this latter affection. Whitfield, a few years 
ago, called attention to this form of ringworm, and has since been col- 
lecting new cases; he now reports 7 additional ones. In these 7 cases 
there was a vesicular eruption upon the hands or feet, and the presence 
of the trichophyton fungus was demonstrated in all of them. In the 
treatment of this form of ringworm Whitfield has found an ointment 
containing 3 per cent. of saliyclic acid and 5 per cent. of benzoic acid 
very effective. 

New Researches upon the Etiology of Alopecia Areata.—SAaBoURAUD 
(Annales de Dermatologie et de Syphiligraphie, 1911, No. 2), from a recent 
clinical study of 100 cases of alopecia areata taken at random, concludes 
as follows: In 22 per cent. of the cases of alopecia areata, at least, 
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years, these patients being comparable to typhoid carriers. The 
bacilli disappear more frequently than does the inflammation of the 
bladder mucosa, which is completely cured in but 43.5 per cent. of the 
cases. Tuberculosis of the ureter will be cured spontaneously after 
nephrectomy in the majority of cases; ureteral fistula develops in 
11.5 per cent., but nearly always closes within four years. The method 
of treating the ureter does not seem to have any marked influence 
on the frequency of fistula formation. A subsequent pregnancy has 
no more effect on the remaining healthy kidney than on the kidneys 
of normal individuals, but neither men nor women should be allowed 
to marry after operation until a permanent disappearance of tubercle 
bacilli from the urine has been demonstrated. 

Instrumental Dilatation of the Ureter.—Since the opening of the 
ureter into the bladder is the narrowest part of its course, it is here 
that the chief obstacle is presented to free drainage in cases of infection 
of the upper portions of tht urinary tract. By means of his aéro- 
cystoscope, Ketity (Can. Med. Assoc. Jour., 1911, i, 849) has been 
able to pass graduated bougies in the course of one or several sittings 
into the ureteral orifice, and to thereby dilate this up to°6.75 mm. 
in diameter. For the larger sizes he uses chiefly olive-tipped bougies 
graduated in thirds of a millimeter. In addition to being of use in 
the treatment of pyoureter and pyelitis, this procedure can be utilized 
to obtain the passage of a stone per vias naturales, Kelly employing 
for this purpose an alligator forceps which he passes for 5 em. or 
more up the dilated ureter to grasp a stone which is out of sight, but 
which has been previously located by x-rays, sound, or wax-tipped 
bougie. 
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Extramammary Paget's Disease.—M. B. (Journal of 
Cutaneous Diseases, August, 1910) gives an interesting paper on this 
rare disease, illustrated by cases and personal observations on histo- 
pathology. Of the 18 cases referred to, no less than 9 occurred on the 
external genitalia, and 5 affected the glans penis. It will thus be 
noted that this disease is by no means to be regarded as confined 
exclusively or largely to the female breast and nipple and areola in 
particular, as first described by Paget, and subsequently designated 
by other writers as “Paget’s Disease of the Nipple.”” The patho- 
logical anatomy is entered into with original observations, illustrated 
by microphotographs. 
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Imagined Parasites, Atoxyl, Blindness.—Juan pe Azua (Revista 
Clinica de Madrid, November 1, 1910) reports the case of a physician 
who was addicted to morphine and cocaine, the latter suggesting to 
him the idea of parasites upon the skin. First, mercurial inunctions 
were employed for the imagined parasites, followed by stomatitis, 
then for thirty-three days injections of atoxyl, which was followed 
by total blindness (papillary atrophy). 

Rhinoscleroma Cured by X-ray Treatment.—S. Po.uirzer (Journal 
of Cutaneous Diseases, August, 1910) records an instance of this dis- 
tinctly rare disease (very seldom encountered in the United States), 
occurring in an Austrian woman, which was cured by the z-rays, 
three years having elapsed after cure without recurrence. Distinct 
improvement was recorded two weeks after beginning the treatment. 
(Cases of cure by other observers, especially in Austria, have been 
recorded from time to time during the last decade.—L. A. D.) 


The Treatment of Erythematous Lupus with the X-rays.—Moserc 
(Archiv f. Dermatologie u. Syphilis, Band evii, Heft 1 to 3) has treated 
18 cases of erythematous lupus of varying degrees of severity with 
the x-rays, and is thoroughly convinced that this agent has an un- 
doubted effect upon the disease. It does not exert a specific effect 
upon the malady such as it exhibits in epithelial new formations, such 
as verruca and epithelioma; and in order to obtain effects superficial 
or deep destruction of the treated parts must be produced. In 6 out 
of the 18 cases treated a cure without recurrence was obtained; a cure, 
but followed by recurrence, in 4 cases; in 6 cases, while the cure was 
not complete, a very inconsiderable portion of the disease was left; 
in the last 2 cases the favorable effect of the treatment was quite clear, 
but the patients ceased attendance too early. The author is quite 
convinced that, although by no means an ideal treatment, the x-rays 
have a very important place, along with other local treatment, in the 
therapeutics of this most obstinate disease. 

Eczematoid Ringworm.—WuittIELp (British Journal of Dermatology, 
February, 1911), under the title, “Some Notes on Tinea Circinata,”’ 
calls attention to a form of ringworm occurring on the hands and feet 
which is usually indistinguishable from an acute vesicular eczema 
without the aid of the microscope, and which is, in consequence, ver) 
liable to be mistaken for this latter affection. Whitfield, a few years 
ago, called attention to this form of ringworm, and has since been col- 
lecting new cases; he now reports 7 additional ones. In these 7 cases 
there was a vesicular eruption upon the hands or feet, and the presence 
of the trichophyton fungus was demonstrated in all of them. In the 
treatment of this form of ringworm Whitfield has found an ointment 
containing 3 per cent. of saliyclic acid and 5 per cent. of benzoic acid 
very effective. 

New Researches upon the Etiology of Alopecia Areata.—-SABOURAUD 
(Annales de Dermatologie et de Syphiligraphie, 1911, No. 2), from a recent 
clinical study of 100 cases of alopecia areata taken at random, concludes 
as follows: In 22 per cent. of the cases of alopecia areata, at least, 
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there exist several cases in the family, either in the direct line or in the 
collateral branches. In 11 per cent. the affection is directly hereditary, 
being more frequent in the paternal than in the maternal line. In 
an equal number of cases the disease is present in two collateral 
branches. Cases are less frequent in collateral branches of the preced- 
ing generation, but do occur. Whole families are occasionally observed 
which are affected by the malady, even for three generations. Sabou- 
raud especially emphasizes the fact that in 100 cases taken at random 
the affection is hereditary in at least 22. 


Eosinophilia in Scabies. (Journal Cutaneous Diseases, June, 
1911), studying 18 cases of scabies observed during its occurrence in 
an institution for children, found that there was a fairly well-marked 
eosinophilia, the eosinophilous cells being increased in number relatively 
as well as absolutely. The degree of eosinophilia appears to depend 
upon the severity of the disease, being most marked during the acme 
of the eruption, gradually reaching the normal with the cure of the 
malady. Kolmar also noted a mild leukocytosis, varying in amount 
according to the severity of the affection. 


Gonorrheal Hyperkeratoses.—ARNING and Mryer-Deuius (Archiv 
f. Dermatologie und Syphilis, Band eviii, Heft 1 and 2) report a number 
of cases of gonorrhea accompanied by cutaneous symptoms, the most 
interesting of which was a hyperkeratosis, usually upon the hands and 


) ; feet. In conclusion, Arning and Meyer-Delius find that there is a 


definite form of gonorrheal general infection characterized by multiple 
subacute, non-ankylosing arthritis, endogenous conjunctivitis, and a 
third symptom, the so-called gonorrheic keratosis. The last appears 
most frequently under the form of a balanitis circinata, less often upon 
the hands and feet, and upon other portions of the cutaneous surface. 
The keratosis has a preliminary vesicular stage which is followed later 
by parakeratotic crust formation. Transitions to other forms of gon- 
orrheic exanthemata are observed. Rost (Dermatologische Zeitschrift, 
Band xviii, Heft 3) likewise reports 3 cases of gonorrheal keratosis 
associated with universal anky!osing arthritis. In concluding his report 
he remarks that such hyperkeratoses are infrequent in gonorrhea, 
and that they are almost always associated with polyarticular, sub- 
acute, tolerably severe inflammation of the joints, which may go on tp 
ankylosis. Besides the skin and joint symptoms, there may be sever» 
general symptoms, cachexia, neuralgias, and muscle atrophy. The 
appearance of the exanthem, like the arthritis, is not associated with 
manifest gonorrhea, but may arise from latent foci even after several 


vears. 
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Beriberi and Unpolished Rice in the Philippines.—HeIser (Jour. 
Amer. Med. Assoc., 1911, li, 1237 to 1238) reports excellent results from 
the use of unpolished rice in the Philippine Islands. Prior to February, 
1910, polished rice was commonly used in the Culion leper colony. 
The deaths from all causes between February, 1909, and February, 1910, 
were 898 of which, 309 were due to beriberi. From February, 1910, to 
February, 1911, unpolished rice was used, and there were 369 deaths, 
a reduction of over one-half the death rate for the previous year. 
It is significant that there were no deaths from beriberi during this 
interval following the use of unpolished rice. At the end of January, 
1910, about 50 patients remained in the hospital of the colony under- 
going treatment for beriberi. Each of these patients received daily, 
in addition to the regular food allowance, 15 grams of rice polishings, 
and improvement was noticed in all except 2 very advanced cases, 
which subsequently died. Within two weeks following this treatment, 
however, the cases were so far recovered as to be able to leave the 
hospital, and within a month all were pronounced cured. These results 
have been so striking that the government has drafted a bill providing 
for the general use of unpolished rice; that is, rice containing at least 
4 per cent. of phosphorus as phosphorus pentoxide, and the levying 
of a tax upon polished rice which makes its sale practically prohibitive. 
With such an array of facts it would seem that a definite advance has 
been made in the study of beriberi. 

BreaupbatT and Danien (Annales de l’ Inst. Pasteur, February, 1911, 
No. 2) report from the Pasteur Institute at Saigon in Indo-China 
that rice bran seems to remove the cause of beriberi and prevent its 
development. They gave the bran in the form of pills mixed with 
syrup and peppermint, about 40 grams of the bran being thus added 
daily to the ordinary food. As a prophylactic it was found that no 
case of beriberi developed among 49 native soldiers who took the 
bran, while 17.4 per cent. of 311 controls developed the disease. 

The Danger in Drinking Milk from Cows with Udder Tuberculosis. 
Weser (Tuberkulose Arbeiten aus dem Kaiserlichen Gesundheitsamte, 
1910, Heft x) reports the results obtained from an investigation ex- 
tending over four years (January, 1905, to April, 1909) by the Imperial 
Board of Health of Germany; 113 separate investigations were made 
including 628 persons (284 of whom were children, 335 were adults, 
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and 9 of unstated ages), all of whom had undoubted opportunities 
of consuming milk or milk products from cows having tuberculosis 
of the udder. The evidence presented is not equally vaulable in each 
investigation; in 44 of the 113 investigations cited the milk was either 
heated, used in coffee or tea, or mixed with milk from apparently 
tuberculous-free cows before it was consumed. Weber has analyzed 
the data presented and has divided the persons studied into four groups. 
Group 1: Instances in which infection with the bovine tubercle bacillus 
(Perlsuchtbazillen) has followed the drinking of raw milk of a cow 
having a tuberculous udder. Group 2: Instances in which there is 
reason to believe that a bovine infection exists or has existed, but in 
which no definite conclusions can be drawn because of the lack of a 
careful bacteriological study of the case. Group 3: Instances in which 
bacteriological examination has failed to demonstrate tubercle bacilli, 
or in which the organisms were demonstrated to be of the human type. 
Group 4: Instances in which individuals have remained apparently 
well in spite of drinking raw milk or raw milk products from cows 
with tuberculous udders. Group 1: Instances of apparent infection 
with bovine tubercle bacillus; 2 cases. Case 1: Cow had udder tuber- 
culosis as well as a generalized infection. Father, mother, and three 
children, aged five, four, and one year and ten months, respectively, 
drank the milk of this cow, both cooked and uncooked, mixed with that 
of another, apparently healthy cow. Family healthy; youngest child 
had a movable swelling in the left submaxillary region which, upon 
examination, was found to contain caseous purulent pus. Micro- 
scopic examination showed the presence of bovine tubercle bacilli. 
Animal experiments confirmed results. Case 2: Cow with tuberculous 
udder. Milk mixed with that of another cow drunk unheated for at 
least three months after the cow was known to be tuberculous. Family 
consisted of father, mother, seven children, aged twelve, nine, eight, 
seven, four, three, and one year and three months, respectively. Ail 
healthy except youngest, who had purulent lymph glands on left side 
of theneck. Bovine tubercle bacilli isolated from the lymph glands and 
proved to be of bovine type by inoculation into experimental animals. 
Group 2: Suspicion of bovine tubercle bacilli infection with incomplete 
bacteriological evidence. Seven cases in all. Judgment reserved. 
Group 3: Suspected cases in which infection with bovine tubercle 
bacilli could be ruled out either by exclusion of tuberculosis or by the 
finding of human tubercle bacilli. This group of cases, which cannot 
be suitably summarized in a few words, contains the most difficult ones 
to diagnosticate—indeed, it would appear that the evidence brought 
forward for some of them is hardly conclusive enough to separate them 
from the second group, in which the bacteriological evidence is insuffi- 
cient, but in which the clinical symptoms suggest strongly tubercle 
infection. Group 4: Cases in which the consumption of milk and milk 
preducts was rot followed by tuberculosis. The relatively large num- 
ber of cases reported in this group are at once interesting and instruc- 
tive. The case histories show a careful study of many families using 
milk from cows with tuberculous udders, even for considerable periods 
of time, yet remaining well as far as can be determined clinically. The 
very considerable number of children using such milk is particularly 
worthy of notice, because milk known to contain bovine tubercle bacilli 
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formed a very considerable item in their diet. Weber gives the follow- 
ing summary: 360 persons, of whom 151 were children, 200 adults, and 
9 of unknown age, used milk or milk products, butter, buttermilk, sour 
milk, and cheese, which came from cows having undoubted tuber- 
culosis of the udder. Of all these 360 people, only two were shown 
by actual animal experimentation to have infections with the bovine 
tubercle bacillus. These two positive cases were children having 
tuberculous neck glands. It was possible to show, furthermore, that 
both these children had drunk milk from cows suffering with bovine 
tuberculosis, and that these cows certainly had tuberculous udders. 
The milk of these cows was drunk in the first case a year and a half 
and in the second case several months after the cows were known to 
be sick. In each instance the udder tuberculosis was extensive, in 
one cow all four quarters of the udder were infected. “The milk of 
these tuberculous cows was mixed with that of a second apparently 
healthy cow in each instance before it was consumed. In both cases it 
was found that the other members of the family were perfectly healthy, 
although they had drunk the same milk uncooked. In both families 
the tuberculous child was the youngest. Six other children and 1 
adult had glandular swellings in the neck, and in 4 other children and 
1 adult who had drunk milk containing bovine tubercle bacilli there was 
a strong suspicion on the part of the attending physician that abdominal 
tuberculosis was present. It is to be noticed, however, that in the 4 
latter children the clinical symptoms were recessive, while Weber 
considers that in the adult it is very improbable that the disease could 
be attributed to the drinking of milk. In 1 child, further, there was 
a well-defined history of scrofula. In another series of 360 people, 
in whom it was shown that they drank the milk of cows with tubercu- 
lous udders or consumed uncooked milk products made from the milk 
of these cows, there were 12 children and 1 adult with swellings of the 
lymph glands of the neck. In these 12 children and the adult no 
bacteriological examination was made, and consequently it is impossible 
to state definitely whether these glandular swellings were of tuber- 
culous origin. The writer concludes, finally, that the danger which men 
undergo through the consumption of uncooked milk and milk products 
of cows having tuberculosis of the udder is similar to the danger which 
men having well marked pulmonary tuberculosis exhibit for their 
fellowmen, although very much less. It seems fair to assume from the 
statistics presented above that the danger from drinking uncooked 
milk and milk products of cows with tuberculous udders is surprisingly 
small. 


The Vaccination of Cattle Against Tuberculosis.—THEOBALD 
SmituH (Journal of Medical Research, September, 1911, xxv, Part ii) 
studied the pathogenic effect of certain cultures of the human type of 
tubercle bacilli on calves. This work is the continuation of an inves- 
tigation conducted under the auspices of the Massachusetts Society 
for Promoting Agriculture. The first paper appeared in the Journal 
of Medical Research, June, 1908, vol. xviii, in which it was shown that 
vaccination of calves with cultures of the human type of tubercle 
bacillus leads to a relatively high resistance to the bovine type of 
tubercle bacilli. The work presented here represents a carefully planned 
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and executed study of the effects of vaccinating young calves with 
cultures of human tubercle bacilli in order to test the practical value 
of Behring’s bovo-vaccination. The pathogenic effects of certain 
human tubercle cultures for calves are specifically considered. Non- 
tuberculin reacting calves only were used for the experiments, and bull 
calves were excluded. Suitable precautions were instituted and 
maintained to prevent infection with bovine tubercle bacilli. The 
vaccines used were of such strength that a cubic centimeter of normal 
saline solution contained 1 eg. of moist tubercle bacilli. Injections 
were made into the right jugular vein. In all, 14 calves were vaccinated. 
Of these, 6 died or were killed and showed lesions post mortem; 8 
survived the first inoculation, remaining in good health, and of these 8, 
5 received a second injection and survived in good condition, and of 
the latter 5, 1 received a third injection which was well borne. Of 
the 6 calves that died, all received the same vaccine, Human No. XXIV, 
which appeared to be unusually virulent for calves; 4 calves, however, 
successfully endured this same strain (Human No. XXIV), and 2 of 
these animals received a second injection, one of the latter being in- 
oculated a third time without harmful results. Dr. Smith concludes 
as follows: (1) Calves may succumb to a tuberculous pneumonia 
not seen in the spontaneous bovine disease after an intravenous in- 
jection of certain cultures of the strictly human type. The initial rise 
of temperature usually appears within ten to fifteen days, and death 
may ensue after one to two months. Tuberculosis of both eves, with 
complete blindness, may result. (2) The culture used in the foregoing 
experiments which proved fatal for calves (Human No. XXIV) was 
rather below than above the average virulence of the human type 
for rabbits. (3) The sensitiveness to tuberculin may persist in calves 
from eight to twelve months after an injection of living bacilli of the 
human type. (4) A second and third larger dose of the same strain 
is quickly and easily disposed of by calves which have survived the 
first dose. 


The Isolation of B. Typhosus from Butter.—l). H. Bercry (Journal 
of Medical Rescarch, September, 1911, xxv, 231) recovered the typhoid 
bacillus from samples of butter suspected of causing an epidemic of 
typhoid fever in an institution. The technique employed was sufficient 
to warrant the diagnosis of B. typhosus. 
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leeromembranous laryngitis, 775 
Jreter, dilatation of, 920 

topography of, 772 
lreteritis, cystic, 290 
Irie acid, excretion of, by kidney, 751 
Jrinary reaction in progressive paral- 
ysis, 449 
Urine, albumin in, 447 

diastase in, 585 

in cancer, 584 

sulphur reaction in, 129 
in health and disease, 448 
presence of heart failure cells 
in, 283 
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New (7th) Edition Just Ready Thoroughly Revised 


A MANUAL OF 


CLINICAL DIAGNOSIS 


BY MEANS OF LABORATORY METHODS 


By CHARLES E. SIMON, M.D. 


Professor of Clinical Pathology in the College of Physicians and Surgeons, Baltimore 


Octavo, 789 pages, with 168 engravings and 25 plates. Cloth, $5.00 net 


PUBLISHERS’ NOTE 


A radical and most useful improvement has been effected in the new 
edition of this standard work. It is now divided into two main parts, the 
first giving all the modern approved laboratory diagnostic methods, the 
second, or clinical part, which is entirely new, exhibiting under headings 
of the various diseases, alphabetically arranged, those laboratory findings 
which establish a diagnosis. The completeness and convenience of this plan 
scarcely need comment. The work carries the student from the beginning 
of his course in the subject, through the technique of the laboratory, directly 
to the interpretation of the findings in the determination of disease. Sim- 
ilarly, the practitioner finds grouped under each disease the laboratory 
findings constituting its picture, and the methods in the first part of the 
book for making the necessary tests. An exceptionally full index and table 
of contents place any point instantly at command. For several years the 
author has had this plan in mind as the ideal one for such a book, but the 
difficulties in the way of its realization hitherto seemed insurmountable. To 
accommodate an entire new part, much that had accumulated in the previous 
six editions has been eliminated, the rest being thoroughly revised and 
brought to date. In a word, the seventh edition continues all the features 
which have made Simon’s Diagnosis so popular in its fifteen years, and 
rounds out its usefulness with a new and unique section, the whole con- 
stituting an ideal text-book and work of reference. 
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Third Edition Thoroughly Revised 
ORGANIC AND FUNCTIONAL 


NERVOUS DISEASES 


By M. ALLEN STARR, M. D., Ph. D., LL. D. 


Professor of Neurology, College of Physicians and Surgeons, New York. 
Octavo, 911 pages, 300 engravings and 29 plates. Cloth, $6.00, net; leather, $7.00, net. 


The volume completely covers its important subject, beginning with the principles of 
diagnosis, practical anatomy and physiology, and general symptomatology. The reader 
is thus prepared for the following main sections on organic and functional diseases and 
those of the sympathetic system. As the whole field lies on the borderland between 
Medicine and Surgery, surgical measures are fully described. Attention has been 
directed throughout the book to etiology, differential diagnosis and treatment. 


New (5th) Edition Thoroughly Revised 


A TEXT-BOOK OF 


Pharmacology and Therapeutics 
By ARTHUR R. CUSHNY, M.A., M.D., F.R.S. 


Professor of Pharmacology in the University of London; Examiner in the Universities 
of London, Manchester, Oxford and Leeds; formerly Professor of Materia 
Medica and Therapeutics in the University of Michigan. 


Octavo, 744 pages, with 61 engravings. Cloth, $3.75 net. 


Recent advances in the domain of pharmacology and therapeutics have necessitated 
changes in a number of chapters of this text-book, and have afforded an opportunity 
for a thorough revision of the whole. The importance of the work done during the 
last few years testifies to the growing interest in the action and application of drugs, 
and also to the abandonment of the former nihilistic attitude towards therapeutics. 
Valuable contributions have been made to the study of many individual drugs, per- 
mitting more definite statements of their action. In therapeutics new methods of 
clinical examination have thrown much light on the use of several remedies, such as 
digitalis, and the study of protozoal diseases has suggested new points of view regard- 
ing specific agents, for example, arsenic and mercury. A chapter has been added on 
the antitoxins and their uses. The author’s original purpose was to bridge the hiatus 
between the phenomena occurring in the normal organism and those elicited in the 
therapeutic use of drugs. That the volume has rendered immense service in training 
students and aiding practitioners in rational therapeusis is evident both from the 
number of editions and the low price rendered possible by the extent of the demand. 


A TEXT-BOOK OF 


SURGICAL DIAGNOSIS 


By EDWARD MARTIN, M. D. 


John Rhea Barton Professor of Surgery, University of Pennsylvania, Phila. 
“Octavo, 764 pages, with 445 engravings, largely original, and 18 full-page plates. Cloth, $5.50, net. 


The author has covered at once the needs of all classes of readers, students, physi- 
cians, and surgeons, by laying main stress upon symptoms of major or deciding 
moment, or, in their absence, upon the operative or laboratory means of reaching a 
decision. He has handled the whole of a large subject within one convenient volume 
by employing a terse and epigrammatic style, with apt illustrations wherever desirable. 
Professor Martin’s work is original, authoritative, and aimed unswervingly at the 
exposition of diagnosis as a prerequisite to helpful and curative surgery. 
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NEW WORK JUST READY 
THE 


PRACTICE OF MEDICINE 


A Guide to the Nature, Discrimination and Management of Disease 


By A. O. J. KELLY, M.D. 


Late Assistant Professor of Medicine, University of Pennsylvania; Professor of 
Medicine, University of Vermont. 


Octavo, 945 pages, illustrated. Cloth, $4.75, net. 


A plain and comprehensive exposition of the three great branches of the principles 
and practice of medicine—pathology, symptomatology and diagnosis, and treatment. 
The needs of students and practitioners have been especially kept in view, both in 
the choice of subjects and in the manner of their consideration. Care is taken to 
follow the natural sequence of cause and effect, and to trace the interrelations and 
bearings of the facts and principles presented. Thorough and well-ordered knowledge, 
such as here offered, is essential to the intelligent understanding and interpretation 
of disease, to the ability to forecast and provide against contingencies, and to skill in 
prescribing successful treatment. 


Fifth Edition Thoroughly Revised 
THE PRINCIPLES AND 


PRACTICE OF GYNECOLOGY 


By E. C. DUDLEY, A.M., M.D. 


Professor of Gynecology in the Northwestern University Medical School, Chicago. 


Octavo, 806 pages, 431 illustrations, (75 in colors) and 20 plates. Cloth, $5.00, net; leather, $6.00, net. 


A work achieving a demand for five editions in ten years clearly merits the favor it 
has received. A decade eliminates weak books, but finds strong ones in their prime. 
If, as is the case with Dudley, there have been frequent revisions, each is improved, 
and the latest is the best of all. Another feature of Dudley is also only possible in a 
strong book, namely, the complete originality of its abundant engravings and colored 
plates. These have been still further increased in this new edition. Besides being 
by far the leading text-book, Dudley occupies the same position with practitioners and 
gynecologists, and thus enjoys a combined demand rendering it a conspicuous success. 


New (5th) Edition Thoroughly Revised 
A MANUAL OF 


MAT. MED. AND PHARMACOLOGY 


Comprising Organic and Inorganic Drugs, Allied Species and Useful Synthetics 


By DAVID M. R. CULBRETH, M.D. 


Professor of Botany, Materia Medica and Pharmacognosy in the University of Maryland 
Octavo, 986 pages, 487 illustrations. Cloth, $4.75, net. 


This single comprehensive volume furnishes students with a complete text-book and 
constitutes an encyclopedic work of reference for physicians and pharmacists desiring 
to look up any point on the entire domain of materia medica and pharmacology 
Professor Culbreth is noted for his wide and accurate knowledge and his skill as a 
teacher. In this new edition he has incorporated the vital changes in the U. S. Pharma- 
copeeia made since its revision in 1905 (which are difficult of access elsewhere), and 
besides bringing every article up to the date of issue he has embodied all new drugs 
of approved value. The work is profusely and accurately illustrated, 
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Sixth Edition Thoroughly Revised 
A PRACTICAL TREATISE ON 


FRACTURES AND DISLOCATIONS 


By LEWIS A. STIMSON, B.A., M.D. 
Professor of Surgery in Cornell University Medical College, New York City. 


Octavo, 876 pages, with 361 engravings and 65 full-page plates. Cloth, $5.00, net. 


A _new edition of a work universally recognized as first and final authority by the 
medical and legal professions of America as well as by the courts. It is unique in 
literature as covering two cognate classes of common and urgent injuries that every 
general practitioner and surgeon must be qualified to treat. For their proper manage- 
ment, as well as to avoid or defend lawsuits, which are peculiarly apt to arise in such 
cases, every medical man owes it to his patients and himself to command the latest 
and most authoritative knowledge, offered in this great work. Its wide acceptance is 
shown in the demand for repeated editions. The author has again revised it to date, 
including the rarest as well as the common injuries of both classes. He has presented 
the results of his own immense experience interwoven with knowledge derived from 
familiarity with American and foreign literature on these subjects. 


Second Edition Thoroughly Revised 
THE PRINCIPLES AND 


PRACTICE OF MEDICINE 


By ARTHUR R. EDWARDS, M. D. 


Professor of the Principles and Practice of Medicine, Northwestern 
University Medical School, Chicago. 


Octavo, 1246 pages, with 100 engravings and 21 plates. Cloth, $5.50, net; leather, $6.50, net. 


This masterly work lays the entire field of medicine clearly and graphically before the 
reader's mind. It is the product of long experience and unsparing labor on the part of 
one of the foremost practitioners and teachers in America. Each subject is handled 
briefly but systematically, and any point in the enormous amount of information 
furnished is therefore easily found. ‘The whole book is well-balanced and properly 
directed, dealing adequately with principles, and focussing everything toward applica- 
tion. Accordingly, unusual space is devoted to treatment in full detail, with sug- 
gestive prescriptions. 


New (11th) Edition Thoroughly Revised 
A MANUAL OF 


OSSTETRICS 


By A. F. A. KING, A.M., M.D., LL. D. 


Professor of Obstetrics in the Medical Department of the George Washington University 
Washington, D. C., and in the University of Vermont. 


12mo, 713 pages, with 341 illustrations in the text and 3 plates. Cloth, $2.75 net. 


The passage of Professor King’s Manual to an eleventh edition stamps the volume 
as possessing the essentials which appeal to the student and to the busy practitioner. 
Among the important additions may be cited the subjects of pubiotomy, spontaneous 
version by posture and the factor of thigh pressure upon the abdomen considered as 
one of the auxiliary forces of labor. The section on hyperemesis has also been rewritten 
and the illustrations have been increased by the addition of thirty-seven new figures. In 
general scope the original aim has been maiatained, the constant purpose being such 
brevity and simplicity of statement as insure easy intelligibility. 
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Third Edition Thoroughly Revised 


THE DISEASES OF 


INFANCY AND CHILDHOOD 


By HENRY KOPLIK, M.D. 


Pediatrist to the Mount Sinai Hospital, late Attending Physician to the 
Good Samaritan Hospital, etc., New York. 


Octavo, 925 pages, with 208 engravings and 36 plates. Cloth, $5.00, net. 


The author has left nothing undone to make this new edition thoroughly representa- 
tive of the best and latest knowledge. Among the many changes of high interest 
and importance may be mentioned the improvements in the diagnosis and treatment 
of the infections, the latest advances in infant feeding, the management of gastric 
and nervous diseases, including the new treatment of meningitis, the chapters on 
cystitis and pyelitis, and the new sections on tuberculosis, idiocy, dwarfism and neurotic 
conditions. A feature has been made of improved methods of examination and therapy. 
As young children cannot aid the diagnostician by describing their symptoms, much 
depends on their expression. Accordingly the highly artistic and life-like drawings 
for which this work is notable are a practical aid. Many new engravings and plates 
of this Character have been added. 


Eighth Edition Thoroughly Revieed 
A PRACTICAL TREATISE ON 


DISEASES OF THE SKIN 


By J. NEVINS HYDE, M.D. 


Late Professor of Dermatology and Venereal Diseases in the University of Chicago, Medical 
Department, (Rush Medical College). 


Octavo, 1126 pages, with 223 engravings and 58 plates. Cloth, $5.00, net; leather, $6.00, net. 


The distinguished author bestowed years of labor on this revision, bringing his work 
thoroughly abreast of its rapidly progressive specialty, enlarging it by about two 
hundred pages, improving its engravings and doubling their number, and likewise 
doubling the number of full-page plates in colors and monochrome. Every subject 
in which delineation is desirable is pictured with fidelity to nature. This edition sets 
| forward mark even in the rich literature of dermatology 


E PRINCIPLES AND PRACTICE OF 


MODERN SURGERY 


By ROSWELL PARK, M. D. 


Professor of Surgery in the University of Buffalo, Buffalo, N. Y. 


In one very handsome imperial octavo volume of 1074 pages, with 722 engravings and 60 full-page plates 
in colors and monochrome. Cloth, $7.00, net; leather, $8.00, net. 


This work from the individual pen of Professor Park furnishes an authoritative 
and comprehensive exposition of the most modern surgery, both in its principles and 
practice. It suffices the student during his entire course by carrying him from the 
basic principles through to the diagnosis and operative treatment of all surgical affec- 
tions. The consecutiveness and completeness of such a volume will appeal to teachers 
as an advantage second only to the clear presentation resulting from the author’s long 
experience as a teacher himself. Practitioners requiring a guide answering all needs 
will appreciate the mature and conservative knowledge of one of the world’s foremost 
surgeons. The author’s surgical confréres will find much of interest and value in 
his experience. It is amply and instructively illustrated. 
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Sixth Edition Thoroughly Revised 


A PRACTICAL TREATISE ON 


FRACTURES AND DISLOCATIONS 


By LEWIS A. STIMSON, B. A., M.D. 
Professor of Surgery in Cornell University Medical College, New York City. 


Octavo, 876 pages, with 361 engravings and 65 full-page plates. Cloth, $5.00, net. 


A new edition of a work universally recognized as first and final authority by the 
medical and legal professions of America as well as by the courts. It is unique in 
literature as covering two cognate classes of common and urgent injuries that every 
general practitioner and surgeon must be qualified to treat. For their proper manage- 
ment, as well as to avoid or defend lawsuits, which are peculiarly apt to arise in such 
cases, every medical man owes it to his patients and himself to command the latest 
and most authoritative knowledge, offered in this great work. Its wide acceptance is 
shown in the demand for repeated editions. The author has again revised it to date, 
including the rarest as well as the common injuries of both classes. He has presented 
the results of his own immense experience interwoven with knowledge derived from 
amiliarity with American and foreign literature on these subjects. 


Second Edition Thoroughly Revised 
THE PRINCIPLES AND 


PRACTICE OF MEDICINE 


By ARTHUR R. EDWARDS, M. D. 


Professor of the Principles and Practice of Medicine, Northwestern 
University Medical School, Chicago. 


Octavo, 1246 pages, with 100 engravings and 21 plates. Cloth, $5.50, net; leather, $6.50, net. 


This masterly work lays the entire field of medicine clearly and graphically before the 
reader’s mind. It is the product of long experience and unsparing labor on the part of 
one of the foremost practitioners and teachers in America. Each subject is handled 
briefly but systematically, and any point in the enormous amount of information 
furnished is therefore easily found. The whole book is well-balanced and properly 
directed, dealing adequately with principles, and focussing everything toward applica- 
tion. Accordingly, unusual space is devoted to treatment in full detail, with sug- 
gestive prescriptions. 


New (11th) Edition Thoroughly Revised 
A MANUAL OF 


OBSTETRICS 


By A. F. A. KING, A.M., M.D., LL. D. 


Professor of Obstetrics in the Medical Department of the George Washington University 
Washington, D. C., and in the University of Vermont. 


12mo, 713 pages, with 341 illustrations in the text and 3 plates. Cloth, $2.75 net. 


The passage of Professor King’s Manual to an eleventh edition stamps the volume 
as possessing the essentials which appeal to the student and to the busy practitioner. 
Among the important additions may be cited the subjects of pubiotomy, spontaneous 
version by posture and the factor of thigh pressure upon the abdomen considered as 
one of the auxiliary forces of labor. The section on hyperemesis has also been rewritten 
and the illustrations have been increased by the addition of thirty-seven new figures. In 
general scope the original aim has been maiatained, the constant purpose being such 
brevity and viata of statement as insure easy intelligibility. 
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Third Edition Thoroughly Revised 
THE DISEASES OF 


INFANCY AND CHILDHOOD 


By HENRY KOPLIK, M.D. 


Pediatrist to the Mount Sinai Hospital, late Attending Physician to the 
Good Samaritan Hospital, ete., New York. 


Octave, 925 pages, with 208 engravings and 36 plates. Cloth, $5.00, net. 


The author has left nothing undone to make this new edition thoroughly representa- 
tive of the best and latest knowledge. Among the many changes of high interest 
and importance may be mentioned the improvements in the diagnosis and treatment 
of the infections, the latest advances in infant feeding, the management of gastric 
and nervous diseases, including the new treatment of meningitis, the chapters on 
cystitis and pyelitis, and the new sections on tuberculosis, idiocy, dwarfism and neurot ic 
conditions. A feature has been made of improved methods of examination and therapy. 
As young children cannot aid the diagnostician by describing their symptoms, much 
depends on their expression. Accordingly the highly artistic and life-like drawings 
for which this work is notable are a practical aid. Many new engravings and plates 
of this Gamactes have been added. 


Eighth Edition Thoroughly Revised 
A PRACTICAL TREATISE ON 


DISEASES OF THE SKIN 


By J. NEVINS HYDE, M.D. 


Late Professor of Dermatology and Venereal Diseases in the University of Chicago, Medical 
Department, (Rush Medical College). 


Octavo, 1126 pages, with 223 engravings and 58 plates. Cloth, $5.00, net; leather, $6.00, net. 


The distinguished author bestowed years of labor on this revision, bringing his work 
thoroughly abreast of its rapidly progressive specialty, enlarging it by about two 
hundred pages, improving its engravings and doubling their number, and likewise 
doubling the number of full-page plates in colors and monochrome. Every subject 
in which delineation is desirable is pictured with fidelity to nature. This edition sets 
1 forward mark even in the rich literature of dermatology 


THE PRINCIPLES AND PRACTICE OF 


MODERN SURGERY 


By ROSWELL PARK, M. D. 


Professor of Surgery in the University of Buffalo, Buffalo, N. Y. 


In one very handsome imperial octavo volume of 1074 pages, with 722 engravings and 60 full-page plates 
in colors and monochrome. Cloth, $7.00, net; leather, $8.00, net. 


This work from the individual pen of Professor Park furnishes an authoritative 
and comprehensive exposition of the most modern surgery, both in its principles and 
practice. It suffices the student during his entire course by carrying him from the 
basic principles through to the diagnosis and operative treatment of all surgical affec- 
tions. The consecutiveness and completeness of such a volume will appeal to teachers 
as an advantage second only to the clear presentation resulting from the author’s long 
experience as a teacher himself. Practitioners requiring a guide answering all needs 
will appreciate the mature and conservative knowledge of one of the world’s foremost 
surgeons. The author’s surgical confréres will find much of interest and value in 
his experience. It is amply and instructively illustrated. 
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MODERN MEDICINE 


ITS THEORY AND PRACTICE 


In original contributions by Eminent American and 
Foreign Authors 


Edited by WILLIAM OSLER, M.D. 


Regius Professor of Medicine in Oxford University, England; Honorary Professor of Medi- 
cine in Johns Hopkins University, Baltimore; formerly Professor in the University 
of Pennsylvania, Philadelphia, and in McGill University, Montreal. 


Assisted by THOMAS McCRAE, M.D. 


Associate Professor of Medicine and Clinical Therapeutics in the Johns Hopkins 
University, Baltimore. 


In seven octavo voumes of about 900 pages each, illustrated. Price per volume, cloth, $6.00, 
net; leather, $7.00, net; half morocco, $7.50, net. Subscriptions received 
only for the whole work. Prospectus on request. 


The greatest work on practical medicine ever offered to the profession. Dr. Osler’s 
preéminent position has enabled him to secure articles from the leaders in every 
department. Their codperation under a skillfully devised plan has resulted in the 
creation of a complete library of present-day medicine within the convenient compass 
of about 6,000 pages, adequately illustrated. Each volume is indexed, and the seventh 
contains a general index to the whole, so that the latest authoritative information on 
any point is immediately at command. 


Third Edition Thoroughly Revised 
A MANUAL OF 


OPERATIVE SURGERY 


By SIR FREDERICK TREVES, F.R.C.S. 
Sergeant-Surgeon to H. M. the King, Consulting Surgeon to the London Hospital. 


REVISED BY THE AUTHOR AND 
JONATHAN HUTCHINSON, F.R.C.S. 


Surgeon to and Lecturer on Surgery at the London Hospital. 


In two octavo volumes. Volume I contains 775 pages, 193 illustrations and 17 full-page 
plates. Volume II contains 820 pages, 302 illustrations and 8 plates. 
De Luxe edition, half morocco, $13.00, net. 


In this work the most eminent English surgeon of the present time covers the 
operative side of surgery, giving full details of the procedures which in his experience 
have proved to yield the best results in the various conditions. The reader is thus 
spared the task of weighing the multiplicity of operations that have been practised. 
In each section are included instructions as to the preparation of the patient and the 
after-treatment of the case. The demand for a work of such value has exhausted two 
editions, and now a new one, thoroughly revised to date and largely rewritten and 
re-illustrated, has been prepared by the author’s colleague. A limited quantity has 
been secured for sale in the United States. 
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New (4th) Edition Thoroughly Revised 


A TREATISE ON 


ORTHOPEDIC SURGERY 


By ROYAL WHITMAN, M. D. 


Professor of Orthopedic Surgery in the New York Polyclinic, Adjunct Professor of 
Orthopedic Surgery in the College of Physicians and Surgeons, New York. 


Octavo, 910 pages, with 601 illustrations, mostly original. Cloth, $5.50, net. 


Modern orthopedic surgery is preventive as well as curative. It places great obliga- 
tions upon the general practitioner, for it is he who sees deformities in their incipiency 
and when the body is most plastic. Every family physician should therefore qualify 
himself at least to recognize such defects and to apply the simpler correctives where 
nothing further is required. In this way he will render as great service as the surgeon 
or specialist to whom more severe cases must be referred. Whitman’s work answers 
the needs of all these classes of readers. In it a leading American authority presents 
the world’s best knowledge on every phase of the subject, in clear language and with 
abundant and instructive illustrations. The recognized pre-eminence of this book is 
shown in the demand for repeated editions. The author thus has opportunities to 
keep his work in the forefront by frequent revisions, whereby it is always abreast of 
the latest advances. 


Ninth Edition Thoroughly Revised 


A MANUAL OF 


CHEMISTRY 


By WILLIAM SIMON, Ph.D., M.D. and DANIEL BASE, Ph.D. 


Professor of Chemistry, College of Physicians 


Professor of Chemistry, Medical Dept. 
and Surgeons, Baltimore. 


University of Maryland. 


Octavo, 717 pages, with 78 engravings and 9 colored plates. Cloth, $3.00, net. 


This most comprehensive work covers the essentials of physical, inorganic and 
organic chemistry, qualitative and quantitative analysis, and physiological chemistry, 
including the examination of normal and abnormal urine. Containing experiments 
and questions, it answers as an excellent laboratory work as well as a manual in 
preparing for examination. The immense scope of this work, covered within a con- 


venient voiume, skilfully written, has led to the demand for many editions, each in 
many printings. 


Second Edition Thoroughly Revised 


OBSTETRICS 


A MANUAL FOR STUDENTS AND PRACTITIONERS 
By DAVID J. EVANS, M.D. 


Lecturer on Obstetrics, McGili Univ., Montreal; Fellow, Obstetrical Society of London 


12mo, 430 pages, with 169 illustrations, partly in colors. Cloth, $2.25, net. 


The excellence of this concise presentation of obstetrics, both as a text-book for 
students and as a quick reference for accoucheurs, has led to the absorption of two 
printings of the first edition and to the demand for a second edition. Taking advan- 
tage of this opportunity, the author has thoroughly revised it, has greatly added to 
the amount of information it affords, without increasing its bulk, and has equally 
improved its series of illustrations. 


LEAS 


2 West 45TH ST. 


The Only Authorized and Reliable 


ALVARSAN 


(EHRLICH’S *606"" 


Offered in the United States and Canada is that which has 
printed on the label surrounding the carton the guarantee 
of the Importers, under the Pure Food and Drug Act, 
Serial Number 2783. 


If you are offered Salvarsan without this label it is in 
violation of the Law and obtained from unauthorized sources 
or smuggled into the country without having paid duty. 
Any user of such a product as well as the seller is liable 
to prosecution. 

Sole Agents and Importers 


VICTOR KOECHL & CO. 


H. A. METZ, President 
34 BEACH STREET, NEW YORK 


BOYLSTON MEDICAL PRIZE QUESTIONS. 


January 1, 1911— Original Work in Anatomy, Physiology or Physiological Chemistry, $75. 
Original Work in Pathology, Therapeutics or Pharmacology. $75. 

January 1, 1912— Original Work in Anatomy, Physiology or Physiological Chemistry, $75. 
Original Work in Pathology, Therapeutics or Pharmacology, $75. 


ron H.C. ERNST, M.D., Sec'y, tom Marvard Mesic! Schov 


EMPLOYMENT 


Highly-remunerative work may be obtained by Physicians and others 
by selling medical books to the profession. Address 


LEA & FEBIGBR, 


706-710 Sansom Street, - Philadelphia. 


Third Edition Thoroughly Revised 


HE 


PRACTICE OF OBSTETRICS 


BY AMERICAN AUTHORS 
Edited by CHARLES JEWETT, M.D. 


Late Professor of Obstetrics in the Long Island College Hospital, Brooklyn, N. Y. 


Octavo, 820 pages, 484 engravings (46 in colors), and 36 colored plates. Cloth, $5.00 net; leather, $6.00, net 


TFA & FEBIGER York 


706-8-10 SANsomM ST. 
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ESSENTIAL BLOOD ELEMENTS 


Which all convalescents lack, have been found by 
thousands of the leading physicians for their patients in 


BOVININE 


BOVININE supplies all this as no Beef Extract can. It 
raises the Opsonic Index to normal standard and prevents 
chronic invalidism. 

BOVININE is not only a perfect nutritive tonic in itself, but 
heing rich in elementary iron and all essential elements neces- 
sary for complete cell reconstruction and nutrition, it 
re-establishes completely normal metabolism, thus assuring a 
quick recovery from all wasting diseases. 

Write for Sample, also for one of our new Glass (sterilizable) Tongue Depressors 


75 West Houston St., New York City 


( THE BOVININE COMPANY 


Jefferson Medical College 


OF PHILADELPHIA 


Founded 1825 Al Chartered Universiiy since 1838 


The 87th annual session begins Sept. 25,1911, and ends June 3, 1912 


COURSE: Four years duration of eight and one-half months each. An optional five year course 
is offered. Instruction is eminently practical throughout. 


LABORATORY FACILITIES: Excellent technical training in ten different and fully 


equipped laboratories. 


THE DANIEL BAUGH INSTITUTE OF ANATOMY will be ready for occupation 
at the beginning of the session. Commodious laboratories, dissecting rooms, demonstration 
rooms and an Anatomic Museum, all equipped with the best and most modern apparatus 
obtainable, will be utilized in teaching General Anatomy, Histology and Embryology. 


HOSPITAL ADVANTAGES: New Jefferson Hospital with unsurpassed facilities for clinical 
teaching. Classes are divided into small sections and students come in intimate personal con- 
tact with patients in the wards and dispensaries. Lying-in cases at the Jefferson Maternity. 
An opportunity for every graduate to enter hospital service. 


LIBRARY: A modern Reference Library of 4,500 volumes, in charge of a trained librarian, 


is available for the use of students without charge. 


Anneuncements will be sent upon applicetion to 


ROSS V. PATTERSON, M.D., Sub-Dean 
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“scientific pharmacy is the result of thought, care, expense and 
time. 


These four qualifications combined and devoted to one product 
produce uniformity, reliability and dependability. 


A physician exercising his diagnostic skill is entitled to a remedy 
which is the outgrowth of scientific pharmacy. 


In inflammatory diseases more so than in any other, the desider- 
atum is prompt and immediate action in order to inhibit septic 
progression. 


Such results, however, are only obtainable with a remedy which is 
at all times uniform in its effect and certain in its action. 


Antiphlogistine is such a product, wherein is concentrated every 
effort to produce a remedy in which the profession can place its 
confidence. 


That they have so responded is proven by its extensive employ- 
ment in every kind of inflammation where hot moist heat is tanta- 
mount to a cure.” 


BROVALOL 


(Brom-iso-valeric acid-borncol ester) 


A definite chemical compound, exhibiting the combined 
sedative and nervine properties of Bromine and the important 
active principles of Valerian. 


It Is Distinguished From Other Valerics 


By quicker and more complete action, milder taste, absence 
of eructations, and by being well tolerated, even on prolonged 
use and in large doses. 


Literature and experimental specimens from 


SCHERING & GLATZ 


150-152 MAIDEN LANE NEW YORK 
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Obviate biliary infection and stagnation 
Reduce swelling and spasm of the gall-ducts 
Modify calculi and favor their expulsion. 


Render the urine antibacterial, clear, acid 
Lessen gonorrheal difficulties (tenesmus) 
Diminish the occurrence of complications. 


Relieve hemorrhoidal pain and congestion 
Exert a tonic action on inflamed mucosae 
Promote healing of the vascular structures. 


Schering & Gals, New Vork. 


Palatable 
Bromine Therapy 


Well Tolerated 


Samples and Literature supplied by Adapted for 
FARBENFABRIKEN OF ELBERFELD €O. 
117 Hudson St., Slow York. Continued Use. 


Hunyadi Janos 


A Genuine Natural Laxative Water. The Springs in Hungary, estab- 
lished since 1864, grew from | single spring house to over 120, covering 
an immense area. This growth only followed the demand. 


Anusol Suppositories 


LISTERINE 


Listerine is an efficient, non-toxic antiseptic of accurately deter- 
mined and uniform antiseptic power, prepared in a form convenient for 
immediate use. 

Composed of volatile and non-volatile substances, Listerine is a 
balsamic antiseptic, refreshing in its application, lasting in its effect. 

It is a saturated solution of boric acid, reinforced by the antiseptic 
properties of ozoniferous oils. 

After the volatile constituents have evaporated, a film of boric 
acid remains evenly distributed upon the surfaces to which Listerine has 
been applied. 

There is no possibility of poisonous effect through the absorption 
of Listerine. 

Listerine is unirritating, even when applied to the most delicate 
tissues ; in its full strength it does not coagulate serous albumen. 

For those purposes wherein a poisonous or corrosive disinfectant 
can not be safely employed, Listerine is the most acceptable antiseptic 
for a physician’s prescription. 

Listerine is particularly useful in the treatment of abnormal 
conditions of the mucosa, and admirably suited for a wash, gargle or 
douche in catarrhal conditions of the nose and throat. 

In proper dilution, Listerine may be freely and continuously used 
without prejudicial effect, either by injection or spray, in all the natural 
cavities of the body. 

Administered internally, Listerine is promptly effective in arresting 
the excessive fermentation of the contents of the stomach. 

In the treatment of summer complaints of infants and children, 
Listerine is extensively prescribed in doses of 10 drops to a teaspoonful. 

In febrile conditions, nothing is comparable to Listerine as a 
mouth wash; two or three drachms to four ounces of water. 

“The Inhibitory Action of Listerine,” 128 pages descriptive of the 
antiseptic, may be had upon application to the manufacturers, 


LAMBERT PHARMACAL COMPANY, 


Locust and Twenty-first Streets ST. LOUIS, MISSOURI 
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Announcement 


Concerning 


Rabies Vaccine 


We are prepared to supply Rabies Vaccine after 
the method of Pasteur for the prevention of Rabies or 
Hydrophobia, with full and complete instructions for 
each injection. 

The vaccine is prepared in new and specially equipped 
laboratories under the direction of experts. 


The treatment consists in injecting twenty-five doses of 
Rabies Vaccine during twenty-one successive days. Three 
injections on the first day, two each on the second and third, 
and one each for the following eighteen days, after the plan 
adopted by the Hygienic Laboratory of the United States 
Marine-Hospital Service. 

The vaccine is supplied in Caloris vacuum bottles, insur- 
ing its receipt in first-class condition. Each injection is fur- 
nished in individual containers with special syringe, ready for 
immediate use. Daily shipments are made of each day’s 
treatment by special delivery mail direct from the Glenolden 
Laboratories. 

The technique of administration is as simple as.an ordi- 
nary hypodermatic injection, and the family physician is able 
to administer the treatment with absolute safety. Our method 
is heartily welcomed by the patient, as the disadvantages of a 
forced trip to a strange place or sanatorium—involving loss of 
time and extra expense—is avoided. 

Rabies Vaccine is specially prepared each day and is 
kept in constant readiness to immediately fill all orders. 

Price for Complete Treatment, $50.00. 

Special arrangements made with Municipal, County and 
State Boards of Health. 

Literature with full detailed information and directions 
sent on request. 

The protection by means of Rabies Vaccine should be 
started as early as possible after exposure. Wire all orders 
direct to our Philadelphia offices, specifying the age of the 
patient, date of exposure, together with the name and address 
in full to whom the treatment is to be sent. 


H. K. Mulford Company 


Philadelphia 
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For 
rompt astringent, 
ative effect upon the 

lining membrane of the alimen- 
tary canal, there is no preparation 

of bismuth that equals the hydrated 
oxide suspended in distilled water, as pre- 
sented in 


Wk of Bismuth 


MILK BISMUTH 


P. D. & CO. 
This is a palatable product, each fluidrachm representing 
the bismuth equivalent of five grains of bismuth subnitrate. NAVIS & CO | 
MILK OF BISMUTH, P. D. & CO., is indicated in acute ‘Sts * 


and chronic gastritis, enterocolitis, the diarrheas of typhoid 
and tuberculosis, dysentery, summer diarrhea of infants, gastric 
ulcer—in fact, whenever there is evidence of inflammation or 
bacterial infection of the gastrointestinal tract. It is free from 
any trace of arsenic or other impurities and may be prescribed 
with full confidence that it will agree with the most sensitive 


stomach. Supplied in pint, 5-pint and gallon bottles. 
+ 


Although an old and well-tried medicament, many physicians 
have hesitated to prescribe magnesium oxide because of unfor- 
tunate experience with faulty “liquid” and “fluid” preparations. 


Wik of Magnesia 


affords the full medicinal effect of the active agent without 
the objectionable features of many similar products. It 
is a purely aqueous mixture, each fluidounce represent- 
ing about 32 grains of magnesium hydrate. It is a 
valuable antacid and gentle laxative in dyspepsia, 
sick headache and other complaints attended 
with hyperacidity and constipation, and in diar- 
rhea dueto intestinal fermentation. It is appli- 
. cable in the summer complaints of infants; 
| PARKE DAVIS & CO in the nausea and vomiting of gesta- 
tion, in digestive disturbances due 
— to dietary errors. 


Supplied in pint, half-pint 
and 5-pint bottles. 


|) MILKor MAGNESIA 


PARKE, DAVIS & COMPANY 


LABORATORIES: Detroit, Mich.; Walkerville, Ont.; Hounslow, Eng. 


BRANCHEs: New York, Chicago, St. Louis, Boston, Baltimore, New Orleans, Kansas City, Minneapolis, U.S.A.; 
London, Eng.; Montreal, Que.; Sydney, N.S.W.; St. Petersburg, Russia; Bombay, India: , 
Tokio. Japan; Buenos Aires, Argentina. 
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PRUNOIDS 


AN IDEAL PURGATIVE MINUS CATHARTIC INIQUITIES. 
A real advance in the therapy of intestinal constipation. 


SENG 


A STIMULATOR OF DIGESTIVE PROCESSES. 


Used alone or as a vehicle to augment and aid the natural 
functions of digestion. 


CACTINA PILLETS 


CEREUS GRANDIFLORUS IN ITS MOST EFFICIENT FORM. 


A persuasive Heart Tonic to improve Cardiac nutrition. 


eADENT TO PHYSICIANS. SULTAN DRUG CO., St. Louis. 


BROMIDES 


In Epilepsy and all cases demanding continued bromide treat- 
ment, its purity, uniformity and definite therapeutic action 
insures the maximum bromide results with the minimum 
danger of bromism or nausea. 


HIONI 


is a gentle but certain stimulant to the hepatic functions and 
overcomes suppressed biliary secretions. It is particularly 
indicated in the treatment of Biliousness, Jaundice, Consti- 
pation and all conditions caused by hepatic torpor. 


LITERATURE TO THE PEACOCK CHEMICAL CO., St. Louis, Mo. 


PR 
— PHARMACEUTICAL CHEMISTS 


REQUEST. 
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Maxima cum cura commixtus semperque idem. 


Compositio prima ante alias omnis. 


Worthless Substitutes. 
Rej ect Preparations «Just as Good.” 
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You Can Save Yourself Hours 


of worry and uncertainty, spare your patient hours 
of pain or distress, perhaps ward off impending 
cardiac failure, by using “‘ DIGALEN” where digi- 
talis treatment, “the sovereign remedy in all heart 
affections,” is called for. 


"Digalen has given me, in a few positively desperate cases, such unmitigated 
satisfaction, that | am perfectly willing tor the profession to know of my indorsement. 
] am convinced," he continues, "that in any case of defective compensation where 
Digalen fails, no remedy known to-day will ~ aes anything."— Doctor M. H., 
Surgeon, German He »spital, Buffalo, N. 


The dose of Digalen (Solution digitoxin soluble Cloetta) is 8 
to 16 minims. 


“All the virtues of the drug in a nutshell, with 
the objectionable elements eliminated.” 


Write for Sample and Literature 


THE HOFFMANN-LA ROCHE CHEMICAL WORKS 


65 Fulton Street, New York 


CELLASIN 


has during the past two years proven more effi- 


cient in removing the prominent symptoms of 


Diabetes Mellitus 


than any other single agent employed during 


the entire history of the disease. 


Chemistry and Scientific MEAD JOHNSON & CO. 


Rationale on Request Jersey City, N. J. 


Diabetes Mellitus 


Osler described diabetes as “a nutrition.’ 
Laboratory experimentation on animals has proven that its imme- 
diate cause in most cases is absence or deficiency of certain 
internal secretions of the pancreas due to pathological conditions, 
resulting in loss of function of the islands of Langerhans. 

Trypsogen meets the nutritional defect by a combination of 
trypsin and amylopsin with gold and arsenic bromides and the 
deficient hormone action, by furnishing these necessary elements. 

Trypsogen exerts a profound influence over nutrition, which 
is shown by a marked increase in weight and strength, hence is 
a very valuable adjunct in the successful treatment of all diseases 
accompanied by a marked decline in weight and strength and 
loss of resisting power. Its special field of usefulness has been 
in the treatment of Diabetes Mellitus. 

A series of valuable monographs on this subject may be 
had on request. 

G. W. Carnrick Co., 
23 Sullivan St., New York, N. Y. 


iF Recline of in Diarrhoea 


eral 


Mellin’s Food 


To be given cold or very warm, (never F 
MELLIN’S FOOD lukewarm) in small amounts, frequently re- Pe 
tial 2 level tablespoonfuls peated for a day or more, or until stools iy 
{ essen in number and improve in character. 
f Then milk may be added in small quan- | 
i Pe tities until full diet is reached. i 
We cannot emphasize too strongly the 
f Proteids (cereal) . . . -56 | benefit of such adietin all forms of Summer _|F/ 
Carbohydrates starch) 4.33 | diarrhoea. 
i 94.88 Additional formulas may be found in our book, 
“F00.00 | "Formulas for Infant Feeding" which will be sent free |! 
Calories per fluidounce —6.2 
£ Mellin's Food Co., Boston, Mass. 
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